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EDITOR’S COMMENT 


NHE student who would keep in touch with 
modern surgical literature not uncommonly 
finds himself in the predicament of the small 

boy confronted with the old-fashioned Thanks- 
giving dinner—quite overwhelmed by the abun- 
dance of good things spread out before him. In 
choosing for special mention from time to time 
various reviews and abstracts from those appear- 
ing in the INTERNATIONAL ABSTRACT OF SURGERY 
the editor does not pretend to discriminate be- 
tween the many and various contributions as to 
excellence and value but desires rather to indi- 
cate the abstracts which show changing currents 
of surgical thought, the contrasts between various 
methods of surgical procedure in different parts 
of the world, and particularly those which are 
rich in ideas—whether new ideas based on a 
foundation of sound logic and experimental re- 
search, or old ideas clarified, enriched, and revised 
through years of study and clinical experience. 

A large number of abstracts from European 
journals and groups of exceptionally interesting 
abstracts on different phases of the surgery of 
the liver and biliary passages and of the gastro- 
intestinal tract are noteworthy features of this 
month’s issue of the Apsrract. Tietze and 
Winkler’s study of the involvement of the pa- 
renchyma of the liver in patients suffering from 
cholelithiasis (p. 35), Halpert’s theoretical dis- 
cussion of the function of the gall bladder (p. 33), 
Stanton’s review of the end-results of 100 cases 
treated by cholecystostomy (p. 35), Cohn’s de- 
scription of the technique of transduodenal drain- 
age of the hepatic duct (p. 36), Lupi’s account of 
a method of reconstructing the primary bile route 
(p. 37), and the report of a discussion on trans- 
vaterian drainage of the common duct from the 
Société de Chirurgie of Paris (p. 37) constitute a 
valuable symposium on the surgery of the liver 
and bile passages. Closely related is Vogel’s re- 
port of fifty-five cases of acute pancreatitis (p. 
38), an unusual experience with this compara- 
tively uncommon condition. 

The surgery of the large intestine is repre- 
sented this month by a number of valuable ab- 
stracts. Deaver, Peck, and Miller (p. 28), Rankin 
(p. 29), and Drummond (p. 27) discuss various 
phases of the subject of carcinoma of the colon; 
Judd and Pollock, diverticulitis of the colon (p. 





27); and Alvarez and Freedlander the results of 
interesting experiments on the rate of progress of 
food residues through the bowel (p. 24). 

The general subject of malignancy and of radio- 
therapy in relation to it, as always, claims an 
important place in the pages of the ABsrracr. 
Wintz’s discussion of the roentgen treatment of 
carcinoma of the breast (p. 16), Lee and Cornell's 
report of the results in eighty-seven operable tu- 
mors of the breast (p. 17), Schulte’s review of the 
results of 536 cases of genital carcinoma observed 
from 1914 to 1920 at the Katharinen Hospital, 
Stuttgart (p. 44), and Taylor and Peightal’s ce- 
scription of the treatment and results obtained 
in 201 cases of carcinoma of the cervix (p. 41) 
represent helpful contributions to the study of 
the two most common forms of malignancy. 

A number of particularly interesting abstracts 
in this month’s issue on different phases of ortho- 
pedic surgery will attract the surgeon’s attention. 
Various types of fractures are considered in 
Santee’s discussion of fractures about the upper 
end of the humerus (p. 64), David’s study of 
fractures of the femur in children (p. 68), aid 
Abbott’s review of the treatment of fractures of 
the femur with particular reference to caliper 
extension (p. 66). Henderson’s discussion of the 
place of surgery in tuberculous arthritis (p. 60), 
Schultz’s report of the results of non-operative 
treatment in 349 cases of congenital hip disease 
(p. 65), and Osgood and Morrison’s helpful con- 
tribution on the subject of the lame back (p. 68) 
are other abstracts of particular interest to the 
orthopedic surgeon. 

Sambon’s report to the Royal Society of Medi- 
cine of London on cancer (p. 77) represents many 
months of careful study and observation. It is 
deserving of the extensive review it has received. 
Reschke’s report of seventy-two cases of para- 
nephritis from the Greifswald Clinic (p. 54), Mor- 
son’s description of the treatment of carcinoma 
of the prostate (p. 57), Blair’s discussion of the 
uses of full-thickness grafts and methods of pre- 
serving their vitality (p. 70), and Meleney’s de- 
scription of gangrene due to the hemolytic strep- 
tococcus as seen in China (p. 79), are only a few 
of many other interesting abstracts in this month's 
issue representing widely separated fields of sur- 
gery. 
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ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE 


HEAD 


Kaefer, H.: Results in Cases of Skull Defects Cov- 
ered by the Hacker-Durante Plastic Operation 
(Ueber das Schicksal nach von Hacker-Durante 
plastisch gedeckter Schaedelverletzter). Arch. f. 
klin. Chir., 1924, Cxxviii, 629. 

At the Koenigsberg clinic seventy-two cases of 
skull defects due to war injuries have been operated 
upon by the Hacker-Durante method—the use of 
pedunculated flaps of bone and periosteum. The 
advantages of this procedure are the following: 

1. An organic closure of the skull defect is ob- 
tained. 

2. The flap undergoes a complete change to nor- 
mal tissue, all three layers of the bone becoming 
differentiated. 

3. The bone covering becomes quickly and firmly 
fixed. The patient may be discharged at the end 
of about four weeks. The rapid fixation is due to 
co excellent nutrition of the flap through its 
pedicle. 

4. Softening of the bony covering has never been 
observed. 

5. The procedure is technically simple. 

When the bone is obtained from a part of the 
body distant from the skull the procedure is pro- 
longed. The danger of infection is less when only 
one operation is performed. Symptoms resulting 
from the blows of the chisel have never been noted. 
The technique is as follows: 

Under local anesthesia, a skin flap is carefully 
freed, the bony defect is cut around close to its 
edges, the dura is reflected so that the brain may 
sink back, the bone cortex is bevelled at an angle 
between 45 and 60 degrees, and the indurations of 
the brain surface are removed (complete excision of 
the brain cicatrix must be avoided). A defect in 
the brain is then covered by a flap of fat and fascia 
with the fat toward the brain and a defect in the 
dura is covered with a fat-fascia flap with the fat 
outward. Next, a periosteal flap as broad as pos- 
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sible, a few millimeters longer than the defect in the 
skull, and with pedicles on one or both sides is cir- 
cumscribed. This flap must be adaptable to the 
defect without tension (with a hinge-like twisting 
or with turning around a lateral pedicle). Within 
the circumference of the circumscribed periosteum, 
the largest possible scale-like lamella of bone with 
periosteum are cut from the external table of bone 
by means of a sharp chisel and mallet. The flap 
must fit accurately into the defect and its edges 
must be brought into intimate contact with the 
bevelled edges of the defect. The flap is fixed in 
place with catgut sutures passed tightly over it. 
There need be no fear of failure of nutrition. It is 
wrong to suture the periosteum of the flap to the 
periosteum surrounding the defect so that the trans- 
planted bone plate projects beyond the level of the 
skull. 

Every traumatic defect in the skull should be 
covered as the symptoms of such defects increase 
with time. 

Two of the patients treated at the Koenigsberg 
clinic were free from symptoms, forty-six had symp- 
toms more or less frequently, and twenty-four had 
convulsions. In one case removal of the transplant 
was necessitated by suppuration. Local suppura- 
tion was present in eight cases. In twenty-nine 
cases there was a postoperative hematoma requir- 
ing puncture. 

Of the forty-six patients with symptoms, fourteen 
had been completely cured when they were dis- 
charged, twenty had been benefited, and twelve had 
not been benefited. Of the twenty-four with epi- 
lepsy twelve showed considerable improvement in 
their condition. 

In subsequent cases the operation was done under 
light general anesthesia in order to eliminate psychic 
factors. Twelve patients were re-examined by the 
author. In the cases of three epileptics the convul- 
sions recurred for a time; they persisted longest in 
the cases in which they had been present longest 
before the operation. STREISSLER (Z). 
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Camp, J. D.: The Normal and Pathological Anat- 
omy of the Sella Turcica as Revealed by 
Roentgenograms. Am. J. Roentgenol., 1924, xii, 
143. 

As the sella turcica, which is situated within the 
cranial cavity and surrounded by bony prominences, 
is so liable to faulty projection on a roentgenographic 
film, this study was undertaken in an effort to com- 
pare the changes observed in anatomical specimens 
obtained at autopsy with those observed in roent- 
genograms. The following conclusions were reached: 

1. Careful technique is necessary to produce 
roentgenograms of the sella which are free from 
pseudo-defects and anomalies. 

2. The normal sella varies greatly in contour, but 
such variations may be classified into three types: 
the oval, the round, and the flat. The oval type 
predominates (about 60 per cent of cases). 

3. The size of the normal sella varies greatly, and 
because of such normal variations it is difficult to 
recognize early pathologic changes in its size and 
contour in the roentgenogram. The minimal 
anteroposterior distance found in the roentgeno- 
grams examined was 0.5 cm. and the maximal 
measurement 1.6 cm. The depth measurement 
varied between 0.4 and 1.2 cm. The average normal 
sella as revealed in the roentgenograms of this 
study measured 1.06 and 0.81 cm. in the antero- 
posterior and vertical directions respectively. 

4. Normal variations in the shape of the clinoid 
processes are not uncommon, and in about 5.5 per 
cent of the cases bony union between the anterior 
and posterior clinoid processes produces a ‘bridged 
sella.” Such an anatomical variation seems to be 
of no clinical significance. 

5. Because of the characteristic deformity of the 
sella produced by each type, a distinction between 
intrasellar and extrasellar tumors is possible. 

6. The localization of extrasellar tumors by the 
differentiation of sellar deformities alone is impos- 
sible. 

7. Anatomical specimens always reveal more bone 
destruction than can be recognized in a roentgeno- 
gram. 


EYE 


Donnell, N. R.: The Treatment of Trachoma with 
Strong Solutions of Silver Nitrate. Arch. Ophth., 
1924, lili, 433. 

Donnell advocates the use of silver nitrate in 
gradually increasing strength in the treatment of 
all forms of trachoma. 

Beginning with massage of the inner surfaces of 
the lids with a cotton wound applicator dipped in 
1 per cent silver nitrate solution, he gradually in- 
creases the strength up to 3, 5, or 10 per cent, de- 
pending on the patient’s tolerance. Before each 
application the lids are cocainized. 

The chronic cicatricial stage yields better to this 
treatment than the acute follicular stage. In the 
latter it is necessary to pay more attention to the 


strength of the solution used in order to prevent 
unfavorable irritation from too great concentration, 
When solutions stronger than 1 per cent are used 
the application is followed immediately by thorough 
irrigation with normal saline solution. No harmful 
effects to the cornea have been seen. Argyrosis can 
be prevented by attention to details such as the 
application of fresh solutions, the removal of all 
excess solution from the applicator, and the use of 
an applicator free from oxidized silver nitrate. 
LymMAN A. Copps, M.D. 


Herbert, H.: A Case of Late Sympathetic Ophthal- 
mia. Proc. Roy. Soc. Med., Lond., 1924, xvii, Sect. 
Ophth., 27. 

Herbert reports a case of late sympathetic oph- 
thalmia following trephination without iridectomy 
performed for congestive glaucoma five years before 
the other eye became involved. Histological evi- 
dence showed that the eye was only relatively quiet 
during the five years. Vinci, Wescott, M.D, 


Hepburn, M. C.: Classification of Diseases of the 
Choroid. Brit. J. Ophth., 1924, viii, 401. 

Hepburn distinguishes five types of choroidal 
lesions: (1) inflammatory, (2) vascular, (3) degen- 
erative, (4) congenital, and (5) neoplastic. 

In the differentiation between inflammatory and 
vascular changes the question arises as to whether 
the white patches in the choroid are atrophic areas 
or merely fibrous tissue. Also there will be for some 
time a controversy as to the mechanism of pig- 
mentary changes in degeneration and in vascular 
changes. Hepburn states that in coloboma there is 
absence of vessels crossing the floor of the pearly 
patch. This is not true if the retina is present. 
New growths are characterized as swellings of the 
choroid without pigmentary changes, detachment 
of the retina, and the formation of new blood ves- 
sels. 

The author classifies retinitis circinata as a vas- 
cular disease which occurs generally at the macula 
and is due to infarction of the macular choroidal 
blood vessels. Vircit Wescott, M.D. 


Gifford, S. R.: Congenital Anomalies of Lens as 
Seen with the Slit Lamp. Am. J. Ophth., 124, 
3S. vii, 678. 

Gifford reports his findings in two cases of per- 
sistent vascular tunic of the lens, a case of congenital 
embryonal nuclear cataract, a case of circular sub- 
capsular opacity in the anterior cortex, and a case 
of “‘spear cataract.” These he compares with simi- 
lar cases described by Vogt in his “Atlas of Slit- 
Lamp Microscopy.” The case of congenital em- 
bryonal nuclear cataract apparently belongs in the 
same class with Doyne’s discoid cataract, Coppock 
cataract, and family nuclear cataract. The “spear 
cataract” of Vogt is probably the same condition 
as that known as “‘coralliform cataract”? and those 
conditions which Knies calls “ cataracta fusiformis.” 

Vircit Wescott, M.D 
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Fowler, E. P.: The Masking of Sound; Its Bearing 
upon the Functional Tests and the Physiology 
of Hearing. Laryngoscope, 1924, xxxiv, 687. 

Masking may be produced by the masked or 
masking tone introduced by air conduction, by bone 
conduction, or by both, singly or combined. 

In normal ears it is easy to mask even loud sounds 
by air conduction, if careful technique is used. 

It is impossible to mask all sounds, as it is simply 
a matter of loudness, and if the intensity to be 
masked is sufficient the sound will not be masked. 

Bone conduction by Hartmann tuning forks may 
be totally masked. Lower Edelman forks giving 
great intensities and low forks in general by bone 
conduction are masked with difficulty. 

In abnormal ears, nerve deafness cases may be 
masked easily or not, depending upon the lesions. 

Conduction deafness is easily masked if the deaf- 
ness is slight, but with increasing deafness masking 
becomes more and more difficult. 

It is impossible totally to mask low bone conduc- 
tion forks by the noise apparatus in conduction 
deafness, because the lesions carry in the fork vi- 
brations at high intensity and the air vibrations 
cannot readily pass. 

To obtain proper interpretations it is obligatory 
to test the efficiency of the masking apparatus. 
Many of the noise apparatus sold are deficient in 
loudness and frequency of range. 

The phenomena of masking have furnished data 
which make it possible to calculate certain vibration 
characteristics of the inner ear and to reaffirm belief 
in at least a modified resonance theory. 

James C. Braswet.L, M.D. 


Jones, I. H., and Knudsen, V. O.: Functional 
Tests for Hearing. Laryngoscope, 1924, xxxiv, 673. 
The authors describe the audio-amplifier and the 
technique of its use in detail. They believe that this 
and other instruments for measuring auditory acuity 
will serve their greatest usefulness in differentiating 
between correctable and uncorrectable types of deaf- 
ness and in indicating what artificial aids to hearing 
will best correct the defects in a particular case. 
James C. BRASWELL, M.D. 


Hays, H.: Rational Therapy in Progressive Deaf- 

ness. Ohio State M. J., 1924, xx, 549. 
_ Rational therapy of progressive deafness as out- 
lined by Hays consists in: (1) the elimination of the 
local etiological factors in childhood by (a) the re- 
moval of diseased tonsils, (b) the reduction of hyper- 
\rophied posterior tips of the inferior turbinates, 
(c) the removal of pathological tissue in the naso- 
pharynx, such as adenoids and adhesions in the 
lossa of Rosenmueller; (2) the elimination of sys- 
temic factors found in the nervous system, the 
gistro-intestinal tract, the endocrine system, and 
local infections; and (3) local treatment to the tube 
and the drum membrane. 


HEAD AND NECK 3 


Conditions of the tube that require correction are 
oedema and hypertrophy. Conditions of the drum 
requiring attention, such as adhesion or relaxation, 
are recognized chiefly by the excursions noted with 
the aid of a magnifying otoscope attached to a pump 
which has alternate suction and vibration. 

The author discusses the effects of violet ray 
therapy, politzerization, the Taylor massotherapy, 
catheterization, the passing of applicators and 
bougies through the tube, mechanical massage of 
the drum, direct applications to the drum of mus- 
tard and cantharides, diathermy, the ultraviolet 
ray, the X-ray, and radium. 

Patients may be divided into three classes: (1) 
those who are just beginning to become deaf, (2) 
those who are moderately deaf, and (3) those who 
are very deaf. Those who belong to the first class 
will notice improvement in their hearing after each 
ear has received three or four treatments. Both 
ears should not be treated at the same time as this 
will cause too much reaction in the nasopharynx. 
The improvement will be maintained for from six 
months to a year, but invariably will decrease dur- 
ing a severe cold in the head. Treatment must 
always be given immediately after coryza, and 
particular attention must be paid to systemic 
symptoms. Patients of the second class will in- 
variably show improvement when any general irri- 
tant such as a focal infection is discovered and 
eliminated. No amount of local treatment will do 
any good until the general condition is improved. 

The third class of subjects are those who have 
consulted numerous otologists and have then fallen 
into the hands of charlatans. Any new form of 
treatment will temporarily stimulate their hearing, 
but the effect will be transient. 

In summing up, the author presents the following 
conclusions: 

1. For successful treatment, both general and 
local etiological factors must be eliminated. 

2. Any evidence of tonsillar disease warrants re- 
moval of the tonsils. 

3. Simple inflation of the ears does little good; 
in most cases tubal dilatation is necessary. 

4. Mechanical vibration of the drums has its 
value. 

5. Relaxation of the drum is almost as common 
as retraction of the drum but requires a different 
method of treatment. 

6. Electrical adjuvants are of value in selected 
cases. Otto M. Rort, M.D. 


Halsted, T. H.: The Importance of the Early Dif- 
ferential Diagnosis of the Intracranial Com- 
plications of Middle Ear Inflammation. JN. 
York State J. M., 1924, xxiv, 831. 

The author states that his purpose in this article 
is to urge the otologist to be keenly alive to the 
earliest suggestion of intracranial invasion and to 
the necessity of watching every symptom and hav- 
ing the nurse record every symptom, however trivial, 
as soon as it appears. The otologist should co- 











4 INTERNATIONAL ABSTRACT OF SURGERY 


operate with the ophthalmologist, the neurologist, 
and the laboratory, always think in terms of diag- 
nosis, and be ready at any moment to operate 
upon that part where localization is centered. 

It is important to visualize the pathological proc- 
ess going on within the cranial cavity from day to 
day, to limit its progress by thorough eradication 
of the focus of infection, first in the tympanic cav- 
ity and then in the mastoid, and to follow this up, 
when necessary, by labyrinthotomy, ligation of the 
jugular and opening of the lateral sinus, or entrance 
into the cerebrum or the cerebellum to search for 
the abscess in these regions. Sometimes one case 
requires three or four of these operations; the reason 
for each move must be to give prompt assistance 
to the remarkably efficient protective and defensive 
agencies of the brain-structure itself before diffuse 
suppurative meningitis supervenes. 

The progressive changes that take place in the 
brain and its coverings from the earliest change to 
the terminal condition are: (1) congestion of the 
dura with oedema, called a localized protective 
serous pachymeningitis; (2) a localized suppurative 
pachymeningitis or extradural abscess; (3) a local- 
ized serous meningitis, non-infective in character 
when the undersurface of the dura is involved but 
walled off by a fibrinous exudate; (4) a cerebral 
abscess having its origin from the bacteria passing 
along this bridge; (5) general serous meningitis; and 
(6) general diffuse suppurative meningitis. 

Infection of the lateral sinus receives separate 
consideration because it may result cither from an 
extradural abscess over the sinus or through a 
thrombophlebitis of the mastoid veins. 

Success depends upon recognition of the early 
changes and removal of the infected focus. 

Negative signs and symptoms never carry the 
same weight as positive signs and symptoms. 

Orto M. Rott, M.D. 


NOSE AND SINUSES 


Proetz, A. W.: A System of Exact Olfactometry. 
Ann. Otol., Rhinol. & Laryngol., 1924, xxxiii, 746. 

For exact olfactometry the author uses a series 
of bottles containing exact dilutions of carefully 
selected odorous substances. Ten bottles are placed 
in a row. Each row represents an odor and each 
bottle in the row an intensity. The diluent chosen 
is liquid petrolatum, specific gravity 880, which is 
odorless and non-volatile, does not have a chemical 
effect upon the substances dissolved in it, and does 
not become oxidized on contact with the air. The 
ten odoriferous substances chosen represent general 
types of chemical compounds with characteristic 
odors, low volatility, and chemical stability, which 
are soluble or miscible in oil and non-irritating to the 
mucous membrane. They are iodoform, methyl 
salicylate, amy] alcohol, xylol, nitrobenzol, phenol, 
guaiacol, cinnamon oil, eugenol, and coumarin. 

A standard unit of measurement used is called an 
“olfact.” This is based upon the concentration of 


the solution, a factor under perfect control, and js 
established by taking the average minimum con- 
centration which can be perceived by the sense ot 
smell and expressing it in grams per liter. In ex- 
pressing the gram value of an olfact it is necessary 
to specify the diluent, e.g., one phenol petrolatum 
olfact=o.o1rg2t gm. The shape of the bottle or 
container is of no importance. 

Among normal persons there is an astonishingly 
small variation in the minimum; therefore this comes 
very close to the average or the value of one olfact. 
The relation between what a patient can smell and 
one olfact is the datum desired. 

The test is made in a room free from adventitious 
odors. The patient is forbidden to smoke for several 
hours before the test. Half an hour previously the 
nose is examined and cleaned out with normal saline 
solution and, if necessary, the tissues are shrunk 
with a 1 per cent cocaine solution applied with a 
cotton applicator. During the test the examiner 
stands beside the patient with one hand resting on 
his forehead and his fingers down so that one ala 
or the other can easily be compressed against the 
septum. The rack is placed to the side of the opera- 
tor, out of the patient’s sight. With the operator's 
unoccupied hand the bottles are held to the patient's 
nose to be sniffed. The test is begun with the 
weakest solution, representing one-fourth olfact, 
increasingly strong solutions then being used until 
the odor is perceived. In this way fatigue is ruled 
out. The concentrations are %4, 1%, 1, 2, 3, 5. 10, 
25, 50, and 1oo olfacts. There may be a consider- 
able difference between the minimum perceptible 
and the minimum identifiable odor. A control bottle 
filled with oil is also employed. 

Manrorp R. WAttz, M.D. 


Syme, W. S.: Displacement of the Antronasal Wall 
in the Treatment of Atrophic Rhinitis. J. 
Laryngol. & Otol., 1924, Xxxix, 481. 


After reviewing the literature Symes reports 
twenty-three cases in which he displaced the antro- 
nasal wall mesially in an effort to decrease the air 
space. A vertical incision was made through the 
soft parts over the canine fossa, the mucous mem- 
brane and periosteum were reflected upward and 
forward beyond the limit of the antral wall, the 
antrum was opened in the usual way, and the ante- 
rior angle was obliterated. The entire bony antro 
nasal wall was then removed with care not to per- 
forate the mucous membrane, the mucous mem- 
brane on the floor of the nose was loosened, and the 
flap of mucous membrane then packed over the 
septum. The packing was changed every two days 
for from ten days to two weeks. 

Thirty-five antra were operated on. In twenty, 
antral disease was present. 

Of the twenty-three patients, sixteen returned 
after periods varying from two to thirteen months. 
In fourteen cases there was no crusting and the 
foctor had disappeared. In one, a bilateral case, 
crusting and foctor were noted on one side after 
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two months. In another, a unilateral case, there 
was a slight odor but no crusting after six months. 
In seven cases there was a purulent discharge. In 
nine there was no complaint or evidence of dis- 
charge. In all those in which a purulent discharge 
persisted an antral infection was found at op- 


eration. J. B. Stevens, M.D. 


Solis-Cohen, M.: The Rhinopharynx as a Site of 
Focal Infection. Ann. Olol., Rhinol. & Laryngol., 
1924, XXXili, 935. 

The author states that there is a tendency among 
physicians to regard as the cause of an infection the 
predominating organism found on culture, but the 
host is either resistant or susceptible to a given 
organism depending upon kis immunological re- 
sponse. By experimentation it was determined that 
an organism is pathogenic to a host in whose whole 
coagulated blood it is able to grow and multiply in 
vitro. For several years the author has made most 
of his cultures on the patient’s whole blood and on 
Locfiler’s blood serum. He has found that organ- 
isms pathogenic to the patient may not be found 
on Loeffler’s serum while in the whole-blood culture 
the non-pathogenic organisms die and the patho- 
genic organisms grow. The conclusion is drawn that 
the predominance of an organism in ordinary cul- 
tures is not an indication of their pathogenicity. 

The tonsils and sinuses do not constitute the sole 
or chief site of infection in the upper respiratory 
tract since the same pathogenic organisms can be 
found in the rhinopharynx before and after removal 
of the infected tonsils or the cleaning up of the 
sinuses, and it is not until the patient acquires full 
bactericidal power against the infecting organisms 
that a cure of these secondary infections can be 
expected. 

In studies of the relation of the bacterial flora of 
the rhinopharynx to the patient’s immunological 
response, cultures on Loeffler’s serum and the pa- 
tient’s whole coagulated blood showed results which 
were entirely different with regard to the frequency 
of the organisms found. 

There is considerable variation also in the bac- 
terial flora in the different portions of the upper 
respiratory tract. 

The frequency with which the same organisms 
are found in the sputum and in the upper respira- 
tory tract in cases of active tuberculosis brings the 
author to the conclusion that the so-called mixed 
infections in pulmonary tuberculosis come princi- 
pally from the upper respiratory tract and require 
for their eradication sometimes operative treatment, 
sometimes vaccine treatment, and sometimes both. 
The so-called puerile tuberculosis frequently proves 
to be an upper respiratory infection with no tuber- 
culous involvement or associated with a latent or 
healed tuberculous lesion in the lungs. The same or- 
ganism is often found in cultures from the rhinophar- 
ynx, the urine, duodenal washings, and the feces. 

In cases ef focal infection a therapeutic test with 
vaccine made from the organisms from the rhino- 


pharynx and tonsils that were pathogenic to the 
patient caused the disappearance of arthritis, neu- 
ralgia, cardiac decompensation, etc., but when the 
tonsils were the chief focus of infection a cure sel- 
dom resulted without the removal of the tonsils in 
conjunction with vaccine treatment. 

When there is a focal infection in the upper 
respiratory tract several foci are probably involved 
and one of these is usually in the rhinopharynx. 

The author summarizes his conclusions as follows: 

1. The finding of an organism on or in an in- 
fected area is of no pathological significance unless 
the organism is pathogenic for the patient. 

2. An organism is pathogenic to the individual 
in whose fresh, whole coagulable blood in vitro it 
grows and multiplies, and is non-pathogenic to the 
individual in whose coagulable blood in vitro it 
fails to grow. 

3. On ordinary culture the etiological organisms 
pathogenic to the patient may never grow up, be- 
ing sometimes overgrown and choked off by the 
organisms that are non-pathogenic to him. The 
organisms that predominate on ordinary culture are 
merely those that grow most rapidly, frequently 
being non-pathogenic to the patient and conse- 
quently of no etiological significance. 

4. Different portions of the upper respiratory 
tract may be infected by the same or different 
organisms. 

5. Organisms present in the tonsils, nares, and 
accessory nasal sinuses are frequently present simul- 
taneously in the rhinopharynx. 

6. The removal of infected tissue from the upper 
respiratory tract, from a bacteriological view, merely 
removes the organism contained in them, in addi- 
tion to depriving the bacteria of a place suitable for 
their growth. It does not affect the organisms left 
in the rhinopharynx and other portions of the upper 
respiratory tract. 

7. In the absence of demonstrable disease the 
rhinopharynx may be infected with various organ- 
isms that are pathogenic to the patient and may 
cause disease in various tissues of the body, thus 
acting as any other focus of infection. 

8. As indicated by a bacteriological study of 
sixty-three cultures, the flora of the rhinopharynx 
are: micrococcus catarrhalis, 57 per cent; staphylo- 
coccus pyogenes albus, 54 per cent; bacillus pseudo- 
diphtheria, 30 per cent; streptococcus viridans and 
staphylococcus pyogenes aureus, 27 per cent; strep- 
tococcus non-hamolyticus (other than viridans), 24 
per cent; pneumococcus, 21 per cent; streptococcus 
hxmolyticus, 19 per cent; unclassified staphylocecci, 
11 per cent; and bacillus Friedlander, 8 per cent. 

g. The organisms in the rhinopharynx that proved 
pathogenic to their host were: streptococcus viri- 
dans, 24 per cent; streptococcus non-hemolyticus 
(other than viridans), 20.5 per cent; micrococcus 
catarrhalis, 14 per cent; staphylococcus pyogenes 
albus, 12 per cent; bacillus pseudodiphtheria, 9.5 
per cent; pneumococcus, 8 per cent; and bacillus 
Friedlander, 5 per cent. 
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10. In a number of cases the same organisms 
were found in the rhinopharynx and in the sputum, 
urine, faces and duodenal washings. 

11. Recovery from arthritis, neuralgia, cardiac 
decompensation, etc.. following the use of a vaccine 
made chiefly from organisms in the rhinopharynx 
pathogenic to the patient gives additional evidence 
that the site of the focal infection is sometimes in 
the rhinopharynx. 

12. In searching for a focus of infection that is 
not apparent, one must not neglect to investigate 
the rhinopharynx bacteriologically, even in the 
absence of demonstrable disease there. 

Manrorp R. Wattz, M.D. 


Younger, C.B.: Sugar in the Treatment of Ozzenal 
Rhinitis. Ann. Otol., Rhinol. & Laryngol., 1924, 
XXXili, 914. 

The use of sugar in atrophic rhinitis was prompted 
by the indications of a fermentive or putrefactive 
action in such cases. Its employment was not ex- 
pected to cure the disease but was aimed at the 
disagreeable odor and crusts that are sometimes 
present. 

In discussing the probable etiology the author 
states that persons with ozznal rhinitis have a pecul- 
iar physiognomy and that increased roominess of 
the nose is the rule. Instances are known in which 
a hereditary tendency to develop the condition was 
apparent. That contagion is possible appears evi- 
dent from the fact that the condition has been 
known to develop after close association with a case 
of ozena. 

There is little to support the theory that tubercu- 
losis or syphilis may be responsible. A relationship 
between ozana and sinus disease or the suppurative 
diseases of childhood is questionable. The theory 
that ozenal rhinitis is of bacterial origin has much 
to support it. There is reason to believe also that 
the odor and crusts are the direct product of a 
fermentive or putrefactive process resulting from the 
action of bacteria on the nitrogenous substances in 
the tissues. 

The two possible ways in which sugar can cause 
a reduction of the symptoms are: (1) by a dehy- 
drating action, and (2) by a cleansing and purifying 
action in which the metabolism of the bacterial cells 
in the deeper layer of tissue is altered so that the 
end-product is changed to lactic acid, an entirely 
inoffensive substance. 

The best and quickest results from the use ot 
sugar are obtained from the application of strong 
solutions every other day for the first two weeks. 
The nose is cleansed with an alkaline solution or by 
manual removal of the crusts, with care not to 
injure the mucosa. It is then packed with 1-in. 
gauze strips saturated with the solution, and the 
pack is left in place for several hours. Subsequently 
the patient is instructed to irrigate his nose with a 
mild alkaline wash and to follow this by sniffing up 
powdered sugar or glycerine and glucose solution. 

Manrorp R. WA tz, M.D. 


Heitger, J. D.: The Clinical and Topographic Diag- 
nosis of Suppurative and Non-Suppurative 
Paranasal Cell Disease. Ann. Otol., Rhinol. & 
Laryngol., 1924, xxxiii, 712. 

Suppuration and inflammation of the nasal acces- 
sory sinuses may be very difficult to recognize. 
Because of the increase in the incidence of these 
conditions following the influenza pandemics and 
because of the increased frequency of tooth extrac- 
tions it appears that one of the future health prob- 
lems is the proper sanitation of the accessory 
sinuses. 

According to Canfield, the diagnosis of suppura- 
tive disease of the paranasal sinuses is dependent 
upon a clinical examination, X-ray transillumina- 
tion, a carefully taken history, and the symptoms. 
In the clinical examination the wiping action of the 
soft palate, the condition of the membrane of the ol- 
factory fissures and of the posterior ends of the 
middle turbinates, and the findings made with the 
nasopharyngoscope must be considered. 

When the presence of purulent sinus disease is 
established its exact location must be determined 
down to the particular cell of the sinus. Positional 
tests are of value only when they are positive. 
Washing out the antrum is the only positive method 
of diagnosis. If after the antrum has been washed 
the pus re-appears in the nose within half an hour, 
sinuses other than the antrum are the source. An 
effort should then be made to probe and wash the 
frontal sinus. If this is impossible, the middle tur- 
binate should be removed by a high cribriform 
turbinectomy to obtain adequate exposure. If the 
frontal sinus is proved not responsible, the pus must 
be followed to its source in the anterior or the 
middle ethmoid cells. 

In the differential diagnosis of suppurative dis- 
ease of the sinuses of the second series, exploration 
of the sphenoid is the initial procedure. Sounding 
and washing are not as satisfactory as in the case 
of the antrum, and negative findings in the poste- 
rior ethmoids are not of much value. In the exam- 
ination of the posterior group of sinuses one must 
be ever mindful of the réle played by the wiping 
action of the soft palate. Posterior rhinoscopy with 
proper illumination is of the greatest importance. 
Direct sunlight is the best form of illumination. 
The best substitute for sunlight is the arc light. 
The X-ray has not come up to expectations as a 
diagnostic aid. Transillumination is of help only in 
a study of the antra; its value in the study of the 
frontal sinuses is problematic. For the diagnosis of 
disease of the ethmoid and sphenoid it is useless 

Disease of the frontal sinus is usually excluded by 
the roentgenogram. Disease of the ethmoid cells is 
diagnosed by anterior and posterior rhinoscopy and 
the use of the nasopharyngoscope. 

Maxillary antrum disease is diagnosed by punc- 
ture, aspiration, and culturing, and disease of the 
sphenoid by sounding, aspiration, and culturing. 

The X-ray is of great value in determining the 
presence and size of the sinuses. 
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Repeated careful routine examination and study 
are necessary to exclude paranasal sinus disease. 

The method of Hajek plus posterior rhinoscopy 
as described by Sluder for the suppurative types 
and Sluder’s method for the non-suppurative types 
ofier the best approach to a satisfactory diagnosis 
of paranasal sinus disease. 

In children, paranasal sinus disease is often over- 
looked. Manrorp R. WAttTz, M.D. 


MOUTH 


Gilmer, T. L.: A Further Discussion of Periapical 
Infection. Dental Cosmos, 1924, Ixvi, 1035. 


Gilmer states that since we have obtained a 
better understanding of focal infection physicians 
do not so frequently direct their attention exclusive- 
ly to the teeth when seeking chronic foci of infec- 
tion. While over-enthusiasm in eliminating possible 
sources of infection from the mouth has probably 
been the cause of considerable harm, many serious 
secondary manifestations must be attributed to 
mouth infection. 

In periapical dental infection no laboratory tests 
such as blood-cell examinations, blood-serum tests, 
and chemical analyses have proved of any value. 
Only the roentgenogram is of service, and this may 
be misinterpreted. 

A grouping of types of periapical infection based 
on histopathological findings substantiated by clini- 
cal observation is as follows: (1) the purulent type 
with the discharge of true pus, (2) a diffuse form 
associated with bone resorption, resorption of the 
root apex, and minimal encapsulation, (3) a circum- 
scribed encapsulated form with very marked fibrosis 
and encapsulation, and (4) an intermediate form 
with partial encapsulation. The second type is most 
often associated with metastatic lesions. The third 
type, in which local resistance to infection is indi- 
cated, is the least dangerous. 

Cuarces W. FREEMAN, D.D.S. 


Soiland, A.: The Use of Radium for Intra-Oral 
Cancer. J. Am. M. Ass., 1924, 1xxxiii, 410. 

The floor of the mouth lying anterior to, and 
under, the tongue reacts well when radium is 
used with care and judgment. The object of the 
treatment in this location is to give a cancer dose 
at one sitting. The radium needles are placed in 
the soft tissues by introducing them under and 
through the nodules. 

Cancer of the lip in any stage except that of gross 
invasion is amenable to irradiation. It is essential 
that all adjacent gland tissue be subjected to sup- 
plemental irradiation even when metastasis is not 
considered probable. 

rhe early lesions of the tongue are often handled 
with ease and success. Carcinoma of the tongue 
seems to occur most frequently on the lateral sur- 
face in the region of the molar teeth. In extensive 
lesions of the tongue the use of radium needles and 
packs is pushed to the limit. 
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Malignancy of the tonsil, which is not uncommon, 
responds readily to radium. The best treatment 
consists in plunging a needle into the center of the 
mass. In cases of lesions involving the deep poste- 
rior structures of the mouth and pharynx, in which 
it is difficult to keep the applicators in place, exter- 
nal irradiation is indicated. 

Cancerous lesions of the inner surface of the 
cheek do not respond so well to radium. The dis- 
ease seems to recur more easily in the cheek than 
elsewhere in the mouth, although metastasis is less 
marked than in cancer of the tongue. 

In the author’s opinion, radium is still the best 
agent for the treatment of intra-oral cancer. 

James C. BraAswe tt, M.D. 


PHARYNX 


Davis, J. E.: The Pathology of the Tonsil. Axn. 
Otol., Rhinol. & Laryngol., 1924, xxxiii, 657. 

Reviewing the literature on the development and 
physiology of the tonsils, the author points out that 
the tonsil is analogous to the thymus, that it has no 
afferent lymph vessels, and that it is in no way 
connected with the system of lymph nodes. The 
special functions assigned to it are: (1) the modi- 
fication of vocal resonance, (2) assistance of the 
action of the palatoglossus muscle action, (3) sup- 
port and protection of the palatopharyngeus muscle, 
(4) first defense by leucocytes, lymphocytes, and 
general deoxidation, (5) the production of an inter- 
nal secretion, (6) a stabilizing relational endocrine 
unit function with the pituitary gland, (7) the pro- 
duction of lymph fluid, (8) antitoxic action through 
its plasma cells, (9) continuation of the thymus type 
of function, (10) a source of embryonic tissue con- 
tributing to the development of connective tissue 
in the throat, nose, and ear, and (11) a differentia- 
tion or specialization of the throat mucosa. 

The most common clinical manifestation of patho- 
logical changes in the tonsil is hypertrophy, but 
the best examples of hypertrophy are frequently 
free from recognizable bacteremic changes, being 
but a local manifestation of a general condition such 
as status lymphaticus, hypothyroidism, etc. This 
has been borne out clinically when tonsillectomies 
have been done for simple hypertrophy; either no 
results have been obtained or the general condition 
has been made worse. Also there is apt to be a 
regeneration of tissue in disadvantageous places. 

A simple classification of pathological conditions 
in the tonsil is that of Semon and Watson-Williams: 
(1) superficial or lacunar, indicated by loss of strati- 
fied epithelium, exudation of polymorphonuclear 
leucocytes and fibrin; (2) parenchymal, usually a 
sequel to cryptic; and (3) paratonsillitis. Reten- 
tion of débris in the crypts may have no relation 
to pathological tissue change; definite abscesses are 
not as common as is usually believed. If drainage 
is poor, wide open crypts may menace follicle tissue. 

Definite indications for tonsillectomy: (1) chronic 
tonsillitis causing acute polyarthritis, (2) acute 
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hemorrhagic glomerulonephritis, (3) tonsillitis asso- 
ciated with continued high temperature, (4) recur- 
rent peritonsillitis, and (5) frequent acute exacerba- 
tions of tonsillitis. 

The author summarizes as follows: 

1. The gross and histopathological examinations 
of large groups of tonsils show conclusive evidence 
that if the same criteria for inflammatory and de- 
generative changes rendering tissue non-resistent 
elsewhere in the body are to be applied here, then 
it is beyond question entirely safe to state most 
positively that non-pathologic tonsils are removed 
more frequently and in larger numbers than any 
other tissue of the body. In a great number of 
instances the indications for removal have received 
but scant consideration, and scientific data concern- 
ing the ultimate end-results are very meager when 
contrasted with the numerical total of tonsillecto- 
mies—the most frequently and commonly performed 
of all surgical operations. 

2. The evidence that the tonsil tissue is biologi- 
cally an important link in the developmental, pro- 
tective, and mechanical chain of essentials of life 
well along into the adolescent period is most con- 
vincing. Its relation to the lymphatic and endocrine 
systems is intimate. 

3. The removal of the posterior (adenoid) and 
the lateral (palatine) tonsil tissue before the natural 

maturity period is reached is frequently followed by 
a compensatory replacement effort in disadvanta- 
geous anatomical positions and by nutritional dys- 
functions. 

4. A simple classification of lacunar (cryptic or 
superficial), parenchymatous and peritonsillar in- 
flammations would aid diagnosis and unify interpre- 
tations of the histopathology. 

5. The available defenses of the tonsil may be 
definitely affirmed as including an intact stratified 
epithelium, actively hypertrophying and hyperplas- 
tic follicles, and oxidizing and reducing cellular 
activities. 

6. The removal of adenoids before the fourth 
year of age and of the palatine tonsil before puberty 
favors abnormality in developmental processes and 
local nutrition. Manrorp R. Wattz, M.D. 





Gittings, J. C., and Mitchell, A. G.: Indications 
for Tonsillectomy. Allantic M. J., 1924, xxvii, 
823. 


The tonsils normally contain pathogenic bacteria 
and their anatomical features are such that both 
bacteria and toxins can traverse them and gain the 
general and lymphatic circulations. 

In children brought to a throat clinic the most 
common conditions are snoring, mouth breathing, 
sore throat, colds, cough, enlarged cervical nodes, 
functional heart murmurs, croup, and ear disease. 
Each occurs in 20 per cent or more of the cases 
In 4.4 per cent of the cases complaint is made of 
arthritis, heart disease, and chorea. The most com- 
mon conditions for which patients are referred for 
operation are colds (41.5 per cent), sore throat (22 


per cent), mouth breathing (18.7 per cent), tonsillar 
hypertrophy (9.5 per cent), ear disease (6.1 per cent), 
enlarged cervical nodes (5.8 per cent), and impair- 
ment of speech (4.6 per cent). 

James C. BraAswe tt, M.D. 


Mayer, J. M.: Some Essential Factors in Tonsil 
Surgery. Laryngoscope, 1924, xxxiv, 708. 

That the enucleation of the tonsil is not alwavs a 
safe and simple procedure is evident from the litera- 
ture which reports fatalities and serious complica- 
tions. An aberrant, tortuous internal carotid artery 
is not infrequent and is undoubtedly the underlying 
factor of fulminant haemorrhage during or following 
tonsillectomy. Pulmonary abscess is not an infre- 
quent postoperative complication. 

Toxicity following local anesthesia is a serious 
factor to be dealt with; theretore preventive meas- 
ures should be instituted prior to operation. 

A blood-coagulation test and a blood count should 
be made in all pre-operative cases to lessen the pos- 
sibility of hamophilia and leukaemia. 

An anomalous styloid process of the temporal 
bone within the tonsillar fossa occurs more often 
than is generally believed; accordingly more careful 
palpation and extreme caution are necessary during 
the operative procedure to avoid severe and dan- 
gerous mutilation of the pharyngeal musculature. 

James C. Braswe i, M.D. 


NECK 


Campeanu, L.: Goiter and Cretinism in Rouma- 
nia; Biological Studies on the Thyroid Gland 
(Kropf und Kretinismus in Rumaenien mit biologi- 
schen Untersuchungen ueber die Schilddrucse), 
Cluj: Verlag Ardealul, 1924. 

This monograph, with statistics and charts, is the 
first to appear on the subject of goiter in Greater 
Roumania. With the exception of two districts, 
endemic goiter is on the wane. The summit of the 
Carpathian mountains and the eastern and western 
plains have been spared, but the condition has 
appeared in the middle mountainous region, espe- 
cially in Siebenbuergen. The endemic type is not 
very severe. Of seventy-six districts, twenty-six are 
entirely free. In the remaining fifty districts, 875 
villages are affected. Of the latter, seventy-cight 
have only cretinism. For seven districts accurate 
reports have not been obtained. If the villages are 
divided into groups with ten, 100, and more than 
100 cases of goiter, 550 villages (69 per cent) are 
slightly affected, 210 (27 per cent) are moderately 
affected, and thirty-seven (4 per cent) are severely 
affected. In the last group, from 30 to 70 per cent 
of the population are affected. 

With regard to cretinism it is found that 344 vil- 
lages (82 per cent) are slightly affected (five cases 
or less); sixty-nine (16 per cent) are moderatcly 
affected (twenty-five cases or less); and eight (2 per 
cent) are severely affected (more than twenty-tive 
cases). 
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The statistics show, in all, 16,264 cases of goiter, 
including 119 cases of exophthalmic goiter (0.73 per 
cent). The ratio of the condition in the two sexes 
is not constant. In one village no males but sixteen 
females are affected, and in another twenty-seven 
males and one female. The total ratio of males to 
females affected is 11:10. The total number of 
cretins is 1,353. 

Previous to the World War, a campaign against 
goiter was begun only in Bukowina, but during the 
war this was abandoned. Today, considerable sur- 
gery is being done in the surgical clinic of Cluj on 
the service of Jacobovici. 

In this monograph the various theories regarding 
the etiology of endemic goiter and cretinism are 
discussed on the basis of the statistical data of 
Roumania. Only the drinking water theory, the 
influence of heredity, and the influence of migration 
are supported. One chapter is devoted to a detailed 
account of the operations for goiter performed at 
the surgical clinic of Cluj. 

In conclusion the author’s investigations are re- 
ported. Twelve dogs were divided into groups of 
three cach. In the first group the thyroid gland and 
parathyroids were removed and in the second group 
the thyroid gland alone was extirpated. The third 
group (controls) was made up of normal dogs. The 
animals in the fourth group were given large amounts 
of thyroid tablets. Subsequently the organs of all 
of the dogs were examined for oxydases according 
to the method of Groeff and Gierke. 

The smallest amounts of oxydase were found in 
the first group, the next smallest in the second 
group, and the largest in the fourth group. In 
agreement with the findings of Marinescu, the rise 
in the temperature showed an analogous relation- 
ship, being below 37 degrees C. in the first group 
and 39 degrees C. in the fourth group. The four 
groups showed marked differences in the amounts 
of oxydases in the brain cortex, the spleen, and the 
lvmph glands, but in the liver in both the thy- 
roidectomized and the hyperthyroid dogs oxydases 
were absent. In the pancreas there were more 
oxydases in the animals of the second group than 
in those of the fourth group, but in the adrenal 
glands the reverse was true, a fact regarded as 
evidence of the antagonism between the pancreas 
and the thyroid gland and of the synergism between 
the adrenals and the thyroid. Graur (Z). 


Gold, E., and Orator, V.: A Morphological and 
Clinical Study of Goiter in the Young (Zur 
Morphologie und Klinik der Jugendstruma). Wien. 
klin. Wehnschr., 1924, xxxvii, 329. 

The theories advanced by Hotz, which are sup- 
ported also by reports from the clinics of Frankfort, 
Wuerzburg, Heidelberg, and Freiburg—namely, that 
in young persons diffuse colloid goiters are the most 
common, that the colloid-free parenchymatous goi- 
ters in children are to be considered exophthalmic 
golters, and that the clinical morphological contra- 
dictions can be explained by Arndt’s law—are not 
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accepted by the authors. Gold and Orator object 
to the application of Arndt’s law in the cases of 
children since in the young the function of the 
thyroid gland is much more active than in the 
mature and should therefore react more markedly 
with hypothyroid slackening. 

Moreover they state that it is incomprehensible 
why in the cases of so many hyperthyroid children 
with what is apparently exophthalmic goiter there 
should never be any history of hyperthyroid irrita- 
tive symptoms. 

A tabulation of the goiters in 555 cases which 
were seen in the last two and one-half years shows 
that the incidence of exophthalmic goiter is fairly 
uniform in adult life while the parenchymatous 
goiters are found in childhood up to the seven- 
teenth year. During maturity, eutrophic colloid 
goiters are predominant, and in advanced age 
atrophic colloid goiters are found. The nodular 
goiter or adenoma appears with slowly increasing 
frequency from the second decade on, exceeding 
other forms of goiter after about the fortieth year 
of life. The juvenile goiter is predominantly a 
parenchymatous hyperplasia. The diffuse paren- 
chymatous goiter should be considered a juvenile 
condition—the goiter of adolescence. It appears 
that both the parenchymatous and colloid goiters 
and adenoma develop in girls somewhat earlier than 
in boys. The appearance of parenchymatous goiter 
also ceases earlier in girls than in boys, a fact which 
indicates the importance of endogenic factors in the 
development of goiter. The relatively greater inci- 
dence of colloid-containing goiters in young per- 
sons noted by the surgeons mentioned is explained 
both by local conditions and preliminary treat- 
ment with iodine which may cause the transforma- 
tion of the goiter of adolescence into a goiter of the 
colloid-containing type. 

Twelve juvenile goiters were carefully studied by 
stained and serial sections. It was found that the 
lobular markings distinctly visible in the sections 
gave way to a spacious network of trabeculations 
extending in all directions. Histologically there are 
always two types of elements: (1) branched ducts 
with lumina lined with cylindrical epithelium and 
with a slight amount of thready colloid, and (2) 
masses of colloid-free follicles surrounding the for- 
mer. The iodine values are low, whereas in exoph- 
thalmic goiter high values are found. 

Since the time of Kocher the characteristics of 
exophthalmic goiter have been regarded as: (1) the 
liquefaction of colloid; (2) epithelial proliferation, 
(a) in papillary form, and (b) in the form of strati- 
fication; (3) an increase in the size of the follicles 
with but little increase in their number. None of 
these characteristics was noted in the adolescent 
goiters examined. 

The authors conclude that the goiter of adoles- 
cence does not represent a stationary stage or a 
regression to a previous stage of development, but 
is a pathological hyperplasia of the parenchyma. 
The findings reported indicate that, besides endo- 
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genic factors, the lack of iodine is an important 
cause of juvenile goiter. The usual prophylactic and 
therapeutic administration of iodine is justified. 
Except in cases of exophthalmic goiter, iodine and 
thyroidin in careful dosage should be given after 
operation. HAuMANN (Z). 


Schwoerer, B.: Spontaneous Intrastrumous Hem- 
orrhage (Intrastrumoese Spontanblutungen). Beitr. 
z. klin. Chir., 1924, cxxxi, 362. 

In 2,500 operations for goiter performed during 
a period of twenty-five years eighteen strumous 
haemorrhages were found. Such hemorrhages may 
be capillary or massive; those of the latter type are 
usually venous. As the veins are thin and easily 
torn, varices and capillary diverticula appear. 

The author reports the eighteen cases in detail. 
As eleven of them occurred since 1917, it appears 
that the condition is increasing. Fourteen of the 
subjects were females. Intrastrumous hemorrhages 
may occur at any age. In two of the cases reviewed 
the condition responsible was struma maligna. The 
bleeding occurred into the parenchyma or into 
cysts. In most of the cases it was caused by cough- 
ing, but in some it was due to a chronic infectious 
disease and in three to thyrotoxicosis. In three old 
patients the vessel walls showed atheromatosis. 

The symptoms were sudden tracheal stenosis, 
pressure on the vessels of the neck with congestion, 
injury to the recurrent laryngeal nerve, and diffi- 
culty in swallowing. 

Every case was treated by operation. In five 
cases death resulted, a mortality of 27.4 per cent. 
The immediate cause of death was asphyxia or 
cardiac failure. In one case an associated pneu- 
monia may have been responsible. 

In most of the cases the treatment was extirpa- 
tion, resection, or enucleation, but in one case punc- 
ture was done. If the hemorrhage is slight, rest in 
bed and expectant treatment may be sufficient. 

KULENKAMPFF (Z). 


Starr, P., Walcott, H. P., Segall, H. N., and Means, 
J. H.: The Effect of Iodine in Exophthalmic 
Goiter. Arch. Int. Med., 1924, xxxiv, 355. 


In most cases of exophthalmic goiter the adminis- 
tration of iodine by mouth will cause a remission as 
rapid and as extensive as that following subtotal 
thyroidectomy, but is not sufficient to suppress the 
disease permanently. 

After a patient with exophthalmic goiter has been 
taking iodine for a while, a rapid rise in the metabolic 
rate and an increase in the toxic symptoms will 
occur within from one to two weeks when the iodine 
is stopped. SAMUEL Kaun, M.D. 


Liebig, F.: The Surgical Treatment of Basedow’'s 
Disease and Its End-Results (Die operative Ther- 
apie der Basedowschen Krankheit und ihre Dauer- 
resultate). Arch. f. klin. Chir., 1924, cxxix, 58. 


The author reviews 268 operations for Basedow’s 
disease performed in the Dresden surgical clinic dur- 


ing the past thirty years, including some of Kuctt- 
ner’s private cases. He rejects internal therapy, 
Two of eleven patients who received roentgen treat- 
ment died after a very short time, and seven others 
treated by irradiation showed only temporary im- 
provement. In two-thirds of the cases a struma 
was present before the onset of Basedow’s disease. 

In the pre-operative treatment digitalis was found 
injurious, as was long ago pointed out by Kocher. 
The author favors local anesthesia for operation, 
but employed general narcosis frequently; when the 
latter was used the death rate was one-third higher, 
All of the various operative procedures were em- 
ployed—from ligation of one artery to ligation of 
all four and unilateral or bilateral subtotal resec- 
tion. The operation was the typical excision resec- 
tion of Kocher, unilateral or bilateral. 

Thirty cases (11 per cent) terminated fatally. 
Histological examination revealed primary Bascdow 
changes in 40 per cent of the cases. In the re- 
mainder there was struma basedowificata. Of thirty- 
nine patients whose present condition is known, 69 
per cent are cured, 17 per cent have been greatly 
benefited, 7 per cent have been somewhat benefited, 
and 7 per cent have received little or no benefit. 

KocHer (Z). 


Crile, G. W., and Dinsmore, R.: Carcinoma of the 
Larynx. Surg. Clin. N. Am., 1924, iv, 845. 


One of the greatest triumphs in the history o! 
surgery has been the successful development of a 
technique for the complete removal of the carci- 
nomatous larynx. The author reviews eight cases in 
which laryngectomy was done with a good end- 
result, the patients being in good health and spirits 
with no sign of recurrence from one year to twenty- 
nine years after the operation. 

Carcinoma of the larynx occurs most frequently 
in the fifth decade of life. The etiological factors 
are overuse of the voice, the inhalation of irritants, 
the sequele of exanthemata, and the use of alcohol 
and tobacco. 

Laryngectomy is the operation of choice in all 
cases of intrinsic cancer of the larynx. It should be 
performed in more than one stage. The authors 
have extended it to three stages in addition to the 
preliminary tracheotomy. 

The treatment of extrinsic cancer of the larynx, 
if operative at all, is block excision of the cancer- 
bearing area and the area of possible extension. In 
many ot these cases surgery is, at the best, only 
palliative. 

The postoperative care is of the utmost impor- 
tance. It should be in the hands of especially in- 
structed nurses and under the constant supervision 
of the surgeon. James C. Braswe tt, M.!) 


Pancoast, H. K.: Some Observations on the Radia- 
tion Treatment of Carcinoma of the Larynx. 
Am. J. Roentgenol., 1924, xii, 217. 

The squamous-cell carcinomata that arise from 
the anterior portion of the larynx have their exten- 
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sion more or less limited by a barrier of cartilage. 
This is not so often true of the growths that occur 
in the posterior portion. The localizing influence 
exerted on anterior tumors would seem to make 
them more favorable for radiation therapy. 

In the treatment of laryngeal conditions the dif- 
ficulties encountered by the radiotherapist are se- 
rious. ‘he anatomical characteristics of the larynx 
makes the giving of uniform radiation almost im- 
possible. If the internal radiation dose is too large, 
a perichondritis results with permanent injury to 
the cartilage and the destruction of the natural 
barrier against the extension of the disease. If the 
dose is sufficient in certain parts, it is deficient in 
others and there is a recurrence. The application 
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of the radium is difficult because it must be done 
by indirect vision, with not all of the growth in 
sight, and the radium is more or less in motion all 
of the time. 

Another difficulty is the resistant and insidious 
nature of squamous-cell cancer. 

After adequate trial over a period of many years, 
the author finds he has not been able to cure a 
single proved case of squamous-cell carcinoma of 
the larynx. He acknowledges the superiority of the 
improved surgical technique in operable cases. Ra- 
diation should be used as a palliative measure with 
tracheotomy in inoperable cases, and possibly as a 
postoperative measure. 

Cuartes H. Heacock, M.D. 








SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Holbrook, F. R.: Head Injuries. J. Am. M. Ass., 
1924, Ixxxiii, 489. 

Increased intracranial pressure occurring, as it 
does, with injury to any of the cerebral structures, 
may furnish a measurable index of the extent of 
such an injury. A spinal fluid pressure of from 7 to 
9g mm. Hg. is considered normal but a pressure above 
15 mm. is pathologic. The blood pressure is too 
variable to be of much aid. Spinal puncture with 
the removal of from 5 to 15 c.cm. of fluid at a time 
can be done safely to relieve the pressure in acute 
skull injuries as in such cases there is less danger of 
herniation of the medulla into the foramen magnum 
than in cases of brain tumor. The first puncture 
should be made as soon as the patient rallies from 
shock. If the tension is abnormally high, from 5 to 
15 c.cm. of fluid may be withdrawn. This may be 
repeated at intervals of three or four hours as long 
as the pressure remains elevated, or at intervals of 
six or eight hours if it returns to normal. 

Choked disk is a late manifestation of intracranial 
pressure in acute injuries and by the time it appears 
the patient is usually beyond help. The alternative 
for the relief of tension is a right subtemporal de- 
compression. Spinal puncture is obviously contra- 
indicated when the pressure is due to a depressed 
fracture or an extradural hematoma. In such cases 
appropriate operative measures should be resorted 
to at once. WILLIAM P. VAN WAGENEN, M.D. 


Huenermann, T.: The Fate of Free Transplants of 
Fatty Tissue into Dural Defects (Ueber das 
Schicksal des in Duradefekte frei transplantierten 
Fettgewebes). Deutsche Ztschr. f. Chir., 1924, cixxxv, 
107. 

Small sections of fatty tissue cut through the en- 
tire thickness of the transplants were removed 
through defects in the skull from twenty to three 
hundred days after their implantation in dural de- 
fects and subjected to histologic examination. The 
fatty tissue had largely preserved its original macro- 
scopic and microscopic structure and was soft and 
elastic but in places appeared tougher and shrunken. 
The subdural space was hermetically sealed. Mi- 
croscopic examination showed that the nourishment 
and regeneration of the fat cells had been main- 
tained by connective tissue strands. Substitution of 
connective tissue for fat tissue occurs only when the 
transplants are not vigorous. 

Fatty tissue meets many of the demands in the 
treatment of dural defects but is not an ideal sub- 
stitute for the dura. Proper healing in of the trans- 
plant requires adherence to Lexer’s rules, perfect 
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hemostasis, and careful asepsis. In the case of 
a purulent wound the transplantation should be 
delayed for two years. FRANGENHEM (Z), 


Abel, J. J.: Physiological, Chemical, and Clinical 
Studies on Pituitary Principles. Bull. Johns 
Hopkins Hosp., Balt., 1924, xxxv, 305. 

Abel considers the active principles of the hypo- 
physis from many angles. He believes that Evans 
and his co-workers have shown that a growth-main- 
taining principle of an unknown chemical nature is 
present in the anterior lobe of the hypophysis. The 
greater portion of this article is devoted to the 
active principles of the posterior lobe, upon which 
Abel has concentrated his attention. 

The author and his collaborators believe that the 
posterior lobe, which includes the pars intermedia 
and the neural portion of the hypophyseal stalk, 
contains only one specific hormone. This principle 
has been isolated in the form of a tartrate. The 
tartrate is not chemically pure, but so far the author 
and his co-workers have failed to find a single activ- 
ity of a posterior lobe extract referable to a specific 
principle which is not duplicated by it. Further, 
all of the physiological properties of this active sub- 
stance increase in intensity and in the same ratio 
with the method of purification. In addition to this 
one specific principle which has pressor-oxytocic- 
diuretic-antidiurectic actions, two depressor sub- 
stances are present in small amounts in the posterior 
lobe. These latter can be definitely isolated from the 
former principle and their presence explains the 
broncho-constrictor action of pituitary extracts as 
well as the initial depressor curve which often pre- 
cedes the delayed rise in the blood-pressure curve. 

Abel believes it unjustifiable to conclude that the 
negative results of ablation of the posterior lobe in 
the higher animals mean that it is entirely without 
physiological significance. He believes that the en- 
tire hypophysis may be removed but that such an 
operation does not remove every remnant of tissue 
which exhibits hypophyseal functions. Even after re- 
moving the hypophysis post mortem—and this more 
completely than can be done experimentally—Abel 
has obtained an extract from the tissue immediately 
surrounding the site of the upper end of the removed 
hypophyseal stalk which gives reactions identical 
with those of the active principle of the posterior 
lobe. These facts are offered in explanation of the 
negative results of Camus and Roussy. Abel be- 
lieves that in puncturing the gray matter in the 
neighborhood of the tuber cinereum Camus and 
Roussy injured the last remaining portion of hor- 
mone-yielding tissue and hence obtained polyuria 
and other symptoms of posterior lobe deficiency. 

Loyat E. Davis, M.D. 
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Hirsch, H.: Further Experience with Radiation of 
the Hypophysis (Weitere Erfahrungen mit der 
Hypophysenbestrahlung). Zentralbl. f.Gynaek., 1924, 
xlviii, 76. 

Hirsch—the first to advocate roentgen irradiation 
of the hypophysis—has come to the conclusion from 
long years of experience and observation that he can 
no longer recommend this form of treatment since 
the same results can be obtained from injections of 
organic extracts. 

The hypophyseal castration caused by roentgen 
irradiation is temporary, the amenorrhoea ceasing 
after six or seven months. In cases of myoma an 
initial swelling of the uterus occurs which falsely 
suggests the disappearance of the myomatous nod- 
ules. On the basis of sixty cases Hirsch disagrees 
with Hofbauer’s conclusions from two cases that 
carcinoma of the uterus reacts favorably. No local 
influence was ever noted, but occasionally following 
the application of the function-stimulating dosage 
(15 to 20 per cent of the skin erythema dose) there 
was improvement in the blood picture. The latter 
cannot be ascribed to a specific hypophyseal reac- 
tion as it occurs also after irradiation of other organs 
and can be produced by drugs. Injury from the 
treatment was not observed. 

The author was not able in his cases to check up 
the results obtained by Werner with the application 
of small doses to the hypophysis in amenorrhcea, 
dysmenorrhoea, and climacteric disturbances, but 
admits that such results may be possible. 

Radiation of the hypophysis has given consider- 
able information regarding the relationship between 
the endocrine organs, including that between the 
cerebral sympathetic centers and the genital organs. 

FLaAskAmp (G). 


Ballance, C.: Results Obtained in Some Experi- 
ments in Which the Facial and Recurrent 
Laryngeal Nerves Were Anastomosed with 
Other Nerves. Brit. M.J., 1924, ii, 349. 


In a series of experiments performed upon mon- 
keys several combinations of anastomoses between 
the facial and other nerves were made. The return 
of response to faradic stimulation of the facial 
muscles was most rapid after an end-to-end suture 
ot the glossopharyngeal and facial nerves. Next in 
order of satisfactory results were anastomoses be- 
tween the facial and the descendens noni and com- 
municans noni, the facial and Jingual, and the facial 
and descendens noni alone. Ballance believes that 
a branch of communication between the facial and 
glossopharyngeal nerves outside the skull, which 
extends from the stylomastoid foramen to the glos- 
sopharyngeal trunk just below the petrous ganglion, 
has some bearing on the rapid recovery after such 
an anastomosis. This branch is known as the ‘“‘ansa 
of Haller.’ After facial-glossopharyngeal anasto- 
mosis there are associated facial and swallowing 
movements. One operation of this type has been 
= upon a human subject with very gratifying 
results. 
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Realizing that recurrent laryngeal-vagus or recur- 
rent laryngeal-descendens noni anastomoses result 
in an increase in the tone of the paralyzed vocal 
chord but without movement of the chord during 
tranquil respiration, Ballance attempted to join the 
recurrent laryngeal nerve end-to-end to the phrenic 
nerve. He then cut the descendens noni and anas- 
tomosed its proximal end to the distal end of the 
phrenic nerve and the distal end of the descendens 
noni end-to-side to the hypoglossal nerve. This re- 
sulted in a decided excess in movement of the vocal 
chord even in tranquil respiration. All three anas- 
tomoses functioned. As he believes that such a 
procedure is somewhat complicated, he is now at- 
tempting to suture only a part of the phrenic to the 
recurrent laryngeal. Loyat E. Davis, M.D. 


SPINAL CORD AND ITS COVERINGS 


Carman, R. D., and Davis, K. S.: Roentgenological 
Evidence of Spinal Cord Tumors: Report of 
Three Cases. Radiology, 1924, iii, 185. 


The authors limit the scope of this article to direct 
X-ray evidence of spinal cord tumors, and emphasize 
the extreme rarity of such evidence. They accept 
Steinke’s classification: (1) extramedullary (intra- 
dural and extradural); (2) intramedullary; (3) tu- 
mors of the cauda equina; and (4) vertebral (pri- 
mary and secondary). 

CasE 1. X-ray examination of the cervical spine 
disclosed a cystic area at the left side of the fifth 
and sixth cervical vertebre and slight involvement 
of the seventh vertebra. At operation, an intra- 
medullary spinal cord tumor was found which 
measured 8.75 cm. in length and 3.75 cm. in diam- 
eter. The tumor was not encapsulated. The areas 
of erosion seen in the roentgenogram coincided with 
the operative findings. The pathological diagnosis 
was neurofibroma. 

CASE 2. X-ray examination of the spine showed 
an abscess of the lamina and spinous processes of 
the first and second sacral vertebrx due apparently 
to erosion of the bone by atumor. At operation, an 
ependymal glioma extending from the tenth thoracic 
vertebra to the second sacral vertebra was found. 
The first, second, and third sacral laminz were miss- 
ing, and the tumor had crowded into the resulting 
space. Because of the extensive involvement the 
tumor was not removed. Following the operation 
the patient died of acute purulent meningitis. The 
tumor examined at autopsy measured 14 by 5 by 
2cm. There was definite erosion at the base of the 
second, third, fourth, and fifth lumbar vertebra, and 
of the first three sacral vertebre, as seen in the 
roentgenogram. It was impossible to determine 
whether a congenital spina bifida had been enlarged 
by the erosion or whether the condition was due 
primarily to the tumor of the cauda equina. 

CASE 3. At operation a large irregular fibroma 
was found to have eroded the eleventh and twelfth 
dorsal arches. The tumor was outside the dura and 
completely compressed the cord. It extended from 
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the ninth dorsal to the first lumbar vertebra, and 
grew out between the arches along the bodies of the 
vertebre between the tenth dorsal and the first 
lumbar. The roentgenogram made of the lateral 
spine was characteristic, revealing definite erosion 
of the dorsal arches which corresponded to the 
erosion found at the time of operation. 

A diagnosis of spinal cord tumor in the roent- 
genogram is made possible only by sufficient erosion 
of the Jamine of the vertebra or of the vertebra 
themselves. In most cases it is impossible. Of 119 
certified cases of spinal cord tumor in which opera- 
tion was performed at the Mayo Clinic, only three 
gave positive X-ray evidence. In the first case the 
tumor was intramedullary, in the second it was an 
ependymal glioma of the cauda equina, and in the 
third it was extradural. 


PERIPHERAL NERVES 


Jura, V.: The Repair of Peripheral Nerves in Sup- 
purative Processes (La riparazione dei nervi perip- 
ferici nei processi suppurativi). Arch. ital. di chir., 
1924, ix, 629. 

The author carried out experiments on dogs to 
study the results of interruption and suture of periph- 
eral nerves in the midst of suppuration produced 
by the staphylococcus aureus, the bacillus coli, and 
streptococci. 

Resistance of the peripheral nerves to suppura- 
tive processes, for which the trophic qualities of the 
nerve trunk are probably responsible, was found to 
be absolute in the proximal stump in continuity with 
the nerve centers, but much less in the distal stump 
in which the phlogostic phenomena were diffused in 
the more superficial layers of the nerve trunk. 

In the presence of a suppurative focus due to 
common pyogenic anaerobic bacteria, the author 
constantly obtained repair of interrupted and su- 
tured nerve trunks, first by the formation of a join- 
ing cicatrix between the two stumps and then by 
neurotization of this and the peripheral trunk. The 
nerve fibers advanced first in the deep layers of the 
scar which were farthest removed from the surround- 
ing pyogenic agents. 

When the suppurative process is active the repair 
of a nerve is somewhat retarded. After the sup- 
purative process has subsided neurotization is made 
difficult by the surrounding cicatricial tissue which, 
by compressing the uniting cicatrix of the two 
stumps of nerve, hinders canalization of the nerve 
fibers from the central stump through the scar and 
the peripheral stump, especially in the superficial 
layers. 

The nerve scar can be best protected by the use 
of arterial tissue prepared according to Foramitti’s 
technique. W. A. BRENNAN. 
Serra, G.: Hyperneurotization of Muscle (La iper- 

neurotizzione del muscolo). Chir. d. organi di movi- 
mente, 1924, Vill, 617. 

Hyperneurotization is the implantation of an ad- 

ditional motor nerve into a muscle with normal 


innervation to increase the energy force of the 
muscle. 

In experiments on rabbits the author found that 
such an implantation did not cause any microscopi- 
cally demonstrable trophic or other changes in the 
muscle fibers. 

Neurofibrils from the implanted nerve proliferate 
and participate in the process of neurotization, but 
only within the limits of the fibers which become 
injured during the operative manipulation. ‘This is 
manifested by a slight contraction in the zone of 
the muscle in which the nerve is fixed. 

While there is anatomical union of the implanted 
nerve with the muscle there is no finding which 
proves a functional union. It is impossible to excite 
contraction in the muscle through the implanted 
nerve trunk or to determine greater movement or 
any other sign which would establish a direct bond 
with the normal muscle fibers. Functional union is 
observed only when the implanted nerve is the dis- 
tributor of force to the muscle; that is to say, when 
the nerve which normally governs the muscle move- 
ments has been destroyed. W. A. BRENNAN, 


SYMPATHETIC NERVES 


Dennig, H.: The Physiology of the Periarterial 
Nerves (Zur Physiologie der periarteriellen Nerven). 
Klin. Wchnschr., 1924, iii, 727. 

The question as to whether vasodilator nerves 
run in the adventitia of the blood vessels has never 
before been investigated. 

The author sectioned the femoral nerve of a dog 
below Poupart’s ligament and the sciatic nerve in 
the middle of the thigh. After exposing the femoral 
artery and vein he drew a rubber tube under these 
vessels and then ligated the extremity without in- 
cluding them. After the injection of barium chlo- 
ride into the tibial artery there was no pain reaction. 
From this fact Dennig concludes that the sensory 
nerves of the vessels of the lower leg run with the 
spinal nerves in the thigh and not in the adventitia 
of the femoralis. 

According to Bayliss, the paths of the sensory 
nerves are identical with those of the vasodilators. 
Plethysmographic tests revealed no dilatation of the 
vessels when the posterior roots from the fifth lum- 
bar to the second sacral were stimulated after sec- 
tion of the sciatic and femoral nerves. Therefore 
there are no sensory and vasodilator paths for the 
vessels of the leg among the periarterial nerves ol 
the femoral artery. STAHL (Z). 


Mitchell, J. F.: Periarterial Sympathectomy. 
South. M. J., 1924, xvii, 699. 

The author has performed periarterial sympa- 
thectomy nine times upon seven patients. The 
brachial artery was decorticated twice and the 
femoral artery seven times. All of the cases were of 
the general type of Raynaud’s disease. ' 

The results are classed as satisfactory as all ol 
the patients received some relief and as far as the 
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author’s observations extend some of them seem to 
have been entirely relieved. The longest period of 
observation was less than two years. 

Mitchell believes that periarterial sympathectomy 
may give relief in many trophic and vasomotor dis- 
turbances of the extremities. 

Loyat E. Davis, M.D. 


Milk6, W.: Perforation of the Femoral Artery After 
Periarterial Sympathectomy (Perforation des 
Arteria femoralis nach periarterieller Sympathek- 
tomie). Zentralbl. f. Chir., 1924, li, 513. 

The patient was a man 32 years of age who sus- 
tained an injury of the cauda equina from a gunshot 
wound of the sacrum. Three years later trophic 
ulcers developed on the right buttock and the right 
heel. Amputation of the practically useless limb 
(muscle atrophy, ankylosis of the knee and ankle) 
was considered, but sympathectomy by Bruening’s 
method was tried first. 

The artery was little larger than the brachial 
artery. After the operation the pain ceased imme- 
diately and the size of the ulcers decreased marked- 
ly, but as after the third week the symptoms be- 
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came more severe, the operation was repeated on 
the assumption that the adventitia had not been 
removed thoroughly enough. The effect was even 
more marked than before. On the tenth day the 
ulcer on the buttock was healed and the ulcer on 
the heel was reduced to a very small size. On.the 
eighth day, however, the operative wound became 
swollen and bled frequently. Eventually the bleed- 
ing became very severe, and it seemed apparent 
that it could be due only to erosion of the femoral 
artery. Ligation of the external iliac was necessary. 
As the entire leg then became cold, a high amputa- 
tion of the thigh was done because of threatening 
gangrene. Recovery resulted. 

Similar cases have been described by Matons and 
by Kreuter. In the author’s case infection was ex- 
cluded. The necrosis could be explained only by 
nutritional disturbances in the vessel wall. Experi- 
mental work on the dog has shown that the removal 
of the adventitia is tolerated by the carotid artery 
for a distance as great as 15 cm.; histological exam- 
ination always showed that remnants of adventitia 
remained clinging to the vessel wall. 

STREISSLER (Z). 
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CHEST WALL AND BREAST 


Wintz, H.: The Roentgen Treatment of Carci- 
noma of the Breast (Die Roentgenbehandlung des 
Mammacarcinoms). Leipzig: Thieme, 1924. 

The author states that it is much more difficult 
to treat carcinoma of the breast with the minimal 
carcinoma dose of the roentgen rays without causing 
injury to the healthy tissues than it is to apply this 
dose to carcinoma of the uterus because in the 
former the path of extension lies, not centrally 
within the body, but superficially under the skin 
and includes a relatively wide area of the body. 

In the first portion of the book, which deals with 
physics, the known relationships between the various 
possible methods of improving deep therapy, such 
as enlargement of the irradiated field, an increase in 
the focal distance, and the correct hardness of the 
rays, are discussed. In irradiation of carcinoma of 
the breast the usual water phantom measurements 
of the intensity of the roentgen rays are not sufficient 
because the pulmonary tissues contain air and in 
such tissues the rays are absorbed and distributed 
differently than in tissues not containing air, such, 
for example, as the tissues surrounding carcinoma 
of the uterus. 

In several carefully made ionometric measure- 
ments of the rays it was found that, with a field of 
a given size and with a large focal distance, the 
measurements of the ray dosage made in the water 
phantom at 8 cm., with and without water, were 
the same. Therefore in this area the ray dispersion 
from the water and the weakening due to the water 
were neutralized. At a depth of 3 cm. in the water 
phantom, at a focal distance between 90 and 10 
cm., and with a field measuring between 20 and 25 
cm., a ray intensity equal to 90 per cent of the 
incidence dose was still obtained. Up to a depth of 
2% cm. the weakening and decrease in the rays were 
again neutralized by the dispersion of the radiation 
reflected from the water phantom. Therefore, with 
the given focal distance, field, and hardness of the 
rays, the intensity of the rays was not decreased 
for a distance of 3 cm. As a result of these findings, 
which were made also by Glocker and others, Wintz 
comes to the conclusion that covering the skin 
with wax, paraffin, and similar substances is of no 
value. 

Other measurements showed that decreasing the 
filtration does not increase the intensity of the rays 
in the first few centimeters just under the surface 
of the skin. 

Other very instructive measurements were made 
to determine the effect of the air in the lungs upon 
deep dosage. For these, the author used a wax 
phantom containing air bubbles in order to obtain 
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the same conditions of absorption as those in the 
pulmonary tissue. 

One of the difficulties of irradiation technique for 
carcinoma of the breast lies in the fact that the 
intensity of the rays diminishes considerably toward 
the periphery of the field. To overcome this dif- 
ference, Wintz uses a copper plate 8 cm._ thick 
which is thinned out toward the periphery and can 
be added to the filter in the irradiation box. The 
irradiation is begun with 100 per cent of the ery- 
thema dose in the central ray, the diaphragm is 
then inserted and the irradiation then continued 
until the same dosage has been obtained in the 
periphery of the field. 

Of special importance is a curve given in the 
appendix of the book which shows that, with a de- 
crease in the intensity of the rays due to an increase 
in the focal distance and a corresponding lengthen- 
ing of the irradiation time calculated according to 
the quadratic law, the skin reaction decreases more 
markedly than is indicated by the Schwartzschild 
law. With this curve one can readily read off how 
much the time of irradiation, calculated according 
to the quadratic law, must be increased in the 
change to a greater focal distance in order to obtain 
the same skin dose. As exact measurement of the 
rays is very important in carcinoma of the breast, 
Wintz does not consider it sufficient to estimate the 
dosage according to the time with the use of a 
calibrated instrument. He regards as essential the 
use of a dosimeter. For this purpose he employs a 
mirror galvanometer to which an ionization chamber 
is attached in the path of the rays. 

The technique of position used is so clearly shown 
in the excellent illustrations that it can be mastered 
without difficulty. Wintz employs one of two mcth- 
ods, depending upon whether, in the particular case, 
it is possible to extend the arm sufficiently to raise 
it up by the head or extension is prevented at the 
shoulder joint. In the first type of case a large 
breast and axillary field is irradiated, the arm being 
elevated high. The supraclavicular and infraclavic- 
ular fosse are irradiated through a second field. 
After the skin of the infraclavicular fossa has been 
given from 50 to 60 per cent of the skin dose, this 
area must be protected as it has already received 
from 4o to 50 per cent of the skin dose in the irradia- 
tion of the first field. A posterior field is irradiated 
only in exceptional cases. 

In the second method of irradiation the arm is 
pressed against the chest wall and an anterior, a 
posterior, and a supraclavicular field are irradiated. 

With every irradiation for carcinoma of the breast 
Wintz destroys ovarian function with the X-ray in 
the manner recommended by him four years ago. 
He does this to eliminate stimulation of the mam- 
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mary tissue by the ovaries, to prevent the loss of 
blood at the menstrual periods, and to prevent 
pregnancy which, he believes, favors recurrence. 

Wintz discusses also the injury to the lungs which 
mav follow irradiation of carcinoma of the breast. 
He places the tolerance dosage of the pulmonary 
tissue at between 180 and 200 per cent of the skin 
dose and then calculates in each case how much the 
pulmonary tissue is affected by both of his methods 
of irradiation. The second method very closely 
approaches this limit. Wintz warns against com- 
bined injury of the skin from the application of ice 
bags, hot packs, and inunctions of drugs. The ex- 
tent of injury to the blood in the irradiation of 
carcinoma of the breast is also discussed. 

Wintz has frequently observed the development 
oi a parotitis the evening after the irradiation. This 
is moderately painful but disappears after three or 
four days. 

Wintz is opposed to ambulatory treatment of 
carcinoma of the breast. 

The advisability of a second irradiation depends 
upon the presence or absence of lung symptoms. 

Wintz does not consider biopsy harmless. There- 
fore, for doubtful cases, he proposes the use of 
irradiation first followed by extirpation of the tumor 
alone after two or three weeks. As he is not defi- 
nitely convinced of the value of postoperative irra- 
diation of cancer of the breast, he believes that it is 
perhaps better to irradiate only after postoperative 
metastases have developed. Martius (G). 


Lee, B. J., and Cornell, N. W.: A Report of Eighty- 
Seven Primary Operable Cases of Carcinoma 
of the Breast. Ann. Surg., 1924, 1xxx, 400. 


As the authors are convinced that supraclavicular 
metastasis is an indication of considerable dissemina- 
tion of carcinoma of the breast, they regard as in- 
operable all cases showing definite fullness in the 
supraclavicular region, even though there may be 
no clavicular nodules. Another indication of in- 
operability is the presence of axillary nodes which 
are obviously extensively involved and extend well 
up to the clavicle or are fixed to the chest wall. In 
many instances, by careful search, especially in the 
chest, metastases will be found which will place an 
otherwise apparently operable case in the inoperable 
group. 

_Of the eighty-seven patients whose cases are re- 
viewed in this article seventy-five were followed for 
five vears. Ten were alive and free from signs of 
recurrence, one died of another condition without 
recurrence at the end of five years, fifty-four died of 
recurrence, and ten developed a recurrence and 
then could be traced no further. 

The term ‘‘carcinoma of the breast”’ is applied to 
a group of diseases differing in their pathology and 
their degree of malignancy. Of the tumors reviewed, 
54 per cent were scirrhous carcinomata. Nineteen 
per cent of the women with this type of growth 
Were alive after the five-year period. Of the two 
with fibro-adenocarcinoma, one is still alive. 


In the authors’ opinion, inflammatory conditions 
in the breast predispose to carcinoma. 

In the series of cases reviewed, 50 per cent of the 
breasts affected had had previous lactation. 

In an attempt to check up the pre-operative 
diagnosis of the presence or absence of axillary nodes 
it was found that in many instances a considerable 
number of axillary metastases were present when 
none was diagnosed before operation, and that be- 
fore operation hyperplastic lymph nodes were fre- 
quently diagnosed as malignancy. 

In conclusion the authors state that exceedingly 
rapid growth of the tumor should lead the surgeon 
away from, rather than toward, operation. 

Racpu B. BetrMan, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Rosenthal, G.: Permanent and Temporary Tra- 
cheofistulization (Trachéofistulisation permanente 
et temporaire). Presse méd., Par., 1924, Xxxii, 644, 
691. 

The author’s technique for tracheofistulization 
consists of a simple direct supracricoid or subcricoid 
puncture with the bistoury. Any substance desired 
may then be introduced into the trachea by means 
of curved needles or cannula. When the needles or 
cannulz are immediately withdrawn, the tracheo- 
fistulization is temporary; when they are allowed to 
remain in place for from one to several weeks it is 
permanent. The method is the outcome of the 
necessity for direct treatment of the respiratory 
tract. 

Curved needles are used to avoid causing a lesion 
of the posterior wall of the trachea. The various 
types of needles and cannule used are described in 
detail. The operation under discussion is less muti- 
lating than the classical tracheotomy and preserves 
the voice and the power of buccal expectoration. 

The small supracricoid or subcricoid incision is 
made under local anxsthesia, the cannula is placed 
in position, and the region anesthetized by the in- 
stillation of from 2 to 20 c.cm. of novocaine before 
therapeutic manipulations, such as the injection of 
lipiodol, gomenol, electrogol, powders, or oxygen 
gas, are begun. 

Occasionally after the preliminary tracheal punc- 
ture some difficulty may be experienced in intro- 
ducing the cannula. To avoid this Rosenthal now 
uses a simple cannulated sound with a wide groove 
narrowing down toward the point and slides the 
cannula or curved needles along this groove. Toler- 
ance of the introduced medicaments is assured by 
regional anxsthesia of the trachea which is induced 
by the injection of from 10 to 20 c.cm. of weak 
novocaine. 

In making.a subcricoid incision it is necessary to 
hold the bistoury vertical and to incise at the lower 
border of the cricoid cartilage rather than beneath 
the first tracheal ring. The incision should be the 
shortest possible for the type of cannula to be em- 
ployed. W. A. BRENNAN. 
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Claus, F.: A Critical Review of the Present Status 
of Thoracoplastic Operations for Unilateral 
Pulmonary Tuberculosis (Kritische Uebersicht 
ueber den derzeitigen Stand der thorakoplastischen 
Operationen bei einseitiger Lungentuberkulose). 
Zentralbl. f. d. ges. Tuberkul., 1924, xxi, 433. 


The purpose of thoracoplasty in tuberculosis of 
the lungs is to effect healing of unilateral tubercu- 
losis by collapse and functional rest of the lung. 
The more extensive operations are indicated only 
when healing cannot be effected by conservative 
methods or by pneumothorax. If operation is neces- 
sary, it should be done early before the power of 
resistance is lost. 

Thoracoplasty is indicated when the disease proc- 
ess is unilateral—the presence of a quiescent process 
on the other side is not an absolute contra-indication 
(Bauer)—and when, because of adhesions, artificial 
pneumothorax is impossible. In cases with recent 
small foci in the region of the hilus and foci in the 
lower lobe on the other side success is doubtful. 
Recurring hemorrhages from the lung which is to 
be put at rest are a suitable indication. Acute uni- 
laterial phthisis and caseous pneumonic processes 
are unsuitable, even though Sauerbruch obtained 
good results twice in the former condition. The 
plastic operation is contra-indicated by tuberculous 
involvement of other organs, such as the intestine, 
the urogenital system, the bones and joints, and by 
non-specific organic changes in the heart and kid- 
neys. It is not contra-indicated by slight or moder- 
ately severe laryngeal phthisis. 

The chief difficulty lies in determining accurately 
the condition of the other lung. In Grauer’s opinion, 
phrenicotomy of the other side as a test operation, 
as advised by Sauerbruch, is unnecessary. A tuber- 
culin injection serves the same purpose and does 
not deprive the diaphragm of the support which is 
desirable in the subsequent plastic operation. In 
doubtful cases pneumothorax should be tried before 
the plastic operation as the presence of adhesions 
of the pleura cannot always be demonstrated defi- 
nitely either clinically or with the X-ray. It is 
wrong to attempt to separate adhesions by increas- 
ing the pressure as there is danger of infecting the 
pleura by rupturing the lung. Cord-shaped ad- 
hesions may be divided with the thermocautery. 
The pulmonary collapse to be obtained by the plas- 
tic operation must be complete. 

The original Brauer-Friedrich technique was the 
complete removal of all bone. This was associated 
with a mortality of 27.6 per cent. Methods subse- 
quently developed are: (1) the Brauer subscapular- 
paravertebral plastic; (2) the Sauerbruch paraver- 
tebral resection; and (3) the Wilms resection of the 
crura. 

In the Brauer-Friedrich procedure an incision is 
made four fingerbreadths from and parallel with 
the vertebral column, beginning at the level of the 
second rib, extending down to the tenth rib, and 
then curving anteriorly up to the midaxillary line. 
Sometimes, in addition, an anterior short longi- 


tudinal incision is made between the second and 
third ribs and, possibly, between the fourth and fifth 
rib. The previously paravertebrally divided second, 
third, fourth, and fifth ribs are then freed of ‘heir 
periosteum with special instruments and drawn out 
of the periosteal tubes. In connection with the first 
incision described, displacement of the scapula is 
necessary for the maximum removal of the ribs 
under the scapula in an anterior direction. The 
amount of bone to be removed depends upon the 
circumference of the thorax and the elasticity of the 
costal cartilage. Special importance is attached to 
smooth division of the ribs (Schoemaker’s guillo- 
tine); the entire periosteum as well as all the bridges 
of soft parts with the nerves and blood vessels are 
not disturbed. The eleventh rib is usually left in- 
tact. Usually, resection of the first rib is important, 
but if the apex of the lung is low it is unnecessary, 
and if the patient’s condition is poor, apicolysis 
through the upper aperture may be done instead. 
Careful layer suture is done. The lowest angle of 
the wound is left open around a gauze drain. 

The results are total collapse of the lung with 
slight deformity of the thorax, absence of medi- 
astinal flutter and paradoxical breathing, normal 
movements of the arm at the shoulder joint, and ab- 
sence of postoperative neuralgia and scoliosis. 

In the cases reviewed there were no deaths during 
the operation or within the first three days there- 
after. Six patients (18 per cent) died from one week 
to several months later; five died from some non- 
tuberculous cause after from six months to ten 
years; and four died after from two to six years 
from a slowly progressing tuberculosis on the other 
side. 

From five to twelve years after operation sixteen 
patients were able to work and were free from fever 
and bacilli, three were improved, and one remained 
uninfluenced. 

Methods 2 and 3 give only incomplete collapse of 
the lung. The Wilms resection of the posterior 
crura above the upper seven ribs is no longer prac- 
ticed, but favorable correction may be expected 
from resection of the anterior pillars when the spa- 
tial results of a previous plastic have been unsat- 
isfactory. 

Through a hook-shaped incision Sauerbruch re- 
sects the lowest ribs to an extent of ro to 12 cm. 
and the upper ribs in gradually diminishing strips 
(4 to 6 cm.). By this procedure extensive but not 
complete retraction of the lung is achieved. For the 
technical details the reader is referred to Sauer- 
bruch’s “ Die Chirurgie der Brustorgane.”’ 

The operative mortality in cases operated upon 
by the more modern methods has been considerably 
reduced. During or shortly after the operation the 
mortality from direct operative injury, such as the 
effect of the novocaine, shock, cardiac complica- 
tions, and embolism, was zero in Brauer’s cases and 
2 per cent in Sauerbruch’s cases. In Schreiber’s 
cases it was 4 per cent the first day after operation. 
The number of deaths occurring after from several 
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davs to several months from progressive specific 
processes on the other side, aspiration pneumonia, 
infections, cardiac weakness, etc., ranged from to 
to 18 per cent. The number of cures vary with the 
diflerent surgeons—Brauer, 38 per cent; Saugmann, 
11.7 per cent; Sauerbruch, 37.2 per cent; Bull, 30 
per cent; Schreiber, 37 per cent; and Burkhard, 48 
per cent. Twenty-five per cent of Saugmann’s 
patients were benefited. The number of cases re- 
ported in which the condition was uninfluenced or 
was aggravated by the operation vary between a 
few and 50 per cent. RAESCHKE (Z). 


(ESOPHAGUS AND MEDIASTINUM 


Truesdale, P. E.: (&sophagotomy for Foreign Bod- 
ies in the Esophagus. Ann. Surg., 1924, 1xxx, 
Truesdale reports a case in which cesophagotomy 
was performed for the removal of a dental plate. 
(Esophagotomy is associated with the risk of 
hemorrhage, shock, and infection, but in the au- 
thor’s opinion is far less dangerous, when performed 
by a skilled surgeon, than the use of endoscopic 
methods by a surgeon not trained in oesophagoscopy. 
Rateu B. Betrman, M.D. 


Jaffe, H. L.: The Influence of the Suprarenal Gland 
on the Thymus. I. Regeneration of the Thy- 
mus Following Double Suprarenalectomy in 
the Rat. J. Exper. Med., 1924, xl, 325. 


From experiments on rats the author draws the 
following conclusions: 

1. In adult rats, double suprarenalectomy is fol- 
lowed with great constancy by secondary hyper- 
plasia of the thymus resulting in its enlargement. 

2. The height of the curve of this enlargement 
is reached in from three to five weeks. 

3. The enlargement seems to take place more 
readily in the female than in the male, is not pre- 
vented by a previous pregnancy, and occurs even 
when the animal loses weight after the operation. 

4. The enlargement of the thymus following 
double suprarenalectomy is believed to result from 
a disturbance of the interrelationship between the 
gonads, the thymus, and the suprarenal cortex. 

5. A relationship between enlargement of the 
thymus occurring in Addison’s disease, Grave’s dis- 
case, status thymicolymphaticus, and that following 
double suprarenalectomy is suggested. 

The author describes his experiments in detail and 
supplements his article with a full bibliography. 

Ratpu B. Betrman, M.D. 


MISCELLANEOUS 


Rowland, R. S.: Foreign Bodies in the Air and 
Food Passages of Infants and Children, with 
Especial Reference to the Clinical Diagnosis. 
Am. J. Dis. Child., 1924, xxviii, 183. 


The diagnosis of foreign bodies in the air and food 
passages rests on the history, the physical signs and 


symptoms, and the findings of roentgen-ray and 
endoscopic examinations. The purpose of this 
article is to stress the importance of the history and 
clinical picture. In many instances it is only from 
the history and the signs and symptoms that an 
early diagnosis, which frequently is essential to 
successful surgical treatment, can be made. McCrae 
found that foreign bodies cannot be demonstrated 
by the roentgen ray in from 1o to 15 per cent of the 
cases. 

Rowland reports fifteen cases. He concludes that 
the presence of foreign bodies in the air and food 
passages of infants and children is not as rare as is 
generally believed. The initial symptoms are often 
not observed and therefore no history is obtained 
or if a history is obtained it is not given sufficient 
consideration. 

Usually the higher the location of a foreign body 
in the respiratory tract the more pronounced are 
the symptoms, and the lower its location the more 
marked are the physical signs. Frequently in cases 
of foreign body in the trachea the initial choking and 
strangling is followed by a symptomless period and 
this in turn is followed by tracheal symptoms. In 
the cesophagus, foreign bodies of considerable size 
may produce no symptoms at first, but if allowed 
to remain may cause dangerous ulceration. In the 
X-ray plate the relation of a foreign body in the. 
oesophagus to the trachea should be noted. 

Foreign bodies in the stomach do not cause signs 
and rarely cause symptoms. In cases of bronchial 
foreign bodies the signs of partial or complete 
obstruction of a bronchus are of the most diagnos- 
tic importance. Multiplicity and changeability of 
symptoms are characteristic. Sometimes organic 
bodies may produce sudden violent attacks; at 
other times the physical signs and roentgen-ray 
findings may not appear until several weeks after the 
aspiration of the foreign body. Small metallic 
bodies frequently cause no reaction at all, while 
large metallic bodies may produce symptoms simu- 
lating those of tuberculosis or some other chronic 
lung infection. Aspiration of nursery powders may 
be extremely dangerous. Some substances cannot be 
demonstrated by the roentgen ray but cause a defi- 
nite syndrome. When a foreign body is believed to 
be present but cannot be demonstrated by the X-ray 
an endoscopic examination should be made. 

A foreign body in the lung may be the cause of a 
persistent wheeze, bronchiectasis, or lung gangrene. 

Emit C. RositsHek, M.D. 


Chaoul, H., and Lange, K.: Intrathoracic Gravi- 
tation Abscesses (Ueber intrathorakale Senkungs- 
abscesse). Deutsche Zischr. f. Chir., 1924, clxxxiv, 
348. 

Intrathoracic gravitation abscesses are rarely rec- 
ognized clinically. Errors in diagnosis are particu- 
larly serious because the spondylitis responsible for 
the abscesses escapes recognition. 

The authors were able to demonstrate intra- 
thoracic gravitation abscess by means of the roent- 
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gen ray in fifteen cases. In only one was spondylitis 
suspected clinically. 

If a thoracic gravitation abscess is too small to 
project beyond the median borders of the dia- 
phragm, the simple ventrodorsal exposure will show 
nothing. In such cases a particularly hard exposure 
may sometimes reveal the slight shadow. In all 
doubtful cases such an exposure in a frontal direc- 
tion with the arms held high should be made in 
addition to the exposure in the sagittal direction. 
However, when the pathologic changes lie in the 
region of the shoulder girdle or the liver shadow 
this will be of no aid. 

Frequently the greatest lateral diameter of the 
abscess, which casts a pear-shaped shadow in the 
sagittal exposure, corresponds to the site of the ver- 
tebral disease. 


If the disease focus is located at the level of the 
lowest thoracic vertebra or of the first or second 
lumbar vertebra it may develop in an upward direc. 
tion, following the typical anatomical tracts. In 
general, gravitation abscesses cause symptoms of 
displacement only when they are situated in the 
upper portion of the thorax. Signs of compression 
of the spinal cord are more common. 

In the presence of spondylitis, intrathoracic ab- 
scesses always have a very unfavorable prognosis, 
particularly because in many cases there are no 
symptoms for a long time and the patient is un- 
willing to submit to a long-continued and trouble- 
some treatment. 

In addition to the usual conservative treatment, 
puncture and the injection of iodoform glycerin 
are recommended. HELLER (Z). 
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SURGERY OF THE ABDOMEN 


GASTRO-INTESTINAL TRACT 


Hurst, A. F., and Rowlands, R. P.: Case of Acha- 
lasia of the Cardia Relieved by Operation. 
Proc. Roy. Soc. Med., Lond., 1924, xvii, Clin. Sect., 
$5- 

The authors describe a case of achalasia of the 
cardia in a man 38 years old which gradually in- 
creased until the esophagus became so dilated that 
it would hold 510 c.cm. without discomfort. Ordi- 
nary methods of dilatation of the cardia having 
failed, operation was performed as follows: 

Under intratracheal anesthesia a long oblique 
incision was made t in. below the left costal margin, 
the seventh costal cartilage was divided close to the 
sternum, and 2 in. lower down the intervening por- 
tions of the seventh and eighth costal cartilages were 
removed. Adequate exposure having been thus 
gained, the left lobe of the liver was mobilized by 
dividing the left lateral ligament and separating the 
liver from the diaphragm for a distance of 3 in. 
The oblique muscles of the cardia were then separ- 
ated and the circular fibers divided across for a dis- 
tance of 1 in. The sphincter was found thin and 
widened. There was no hypertrophy. 

Recovery was prompt and clinical improvement 
marked. 

The authors point out that idiopathic dilatation 
of the esophagus is due, not to cardiospasm, but 
to the failure of normal relaxation of the cardia 
when the peristaltic waves reach it. 

Wituram J. Pickett, M.D. 


Oshikawa: Histology of the Stomach and of Gas- 
tric Ulcers (Beitraege zur Histologie des Magens 
und der Magengeschwuere). Arch. f. path. Anat. u. 
Physiol., 1924, ccxlviii, 217. 

The development of the round ulcer of the stomach 
is very distinct from that of necroses of the mucous 
membrane. Whereas the latter are found every- 
where on the mucosa, ulcers develop only in the 
vicinity of the so-called gastric strait and within 
this in the region of the pyloric area and the area 
of the isthmus. With emphasis on the mechano- 
functional shaping of the ulcer, the author discusses 
the objections of von Redwitz, who attributes the 
shifting of the cardiac border of the mucosa less to 
peristaltic than to static factors. That the progress 
of an ulcer is associated with disease of the blood 
vessels cannot be admitted, since all of the histo- 
logical specimens show that the connective tissue 
callus plugs up the hole in the gastric wall with an 
actively hyperemic wall of granulation tissue. 

Infection with oidiomycosis, to which has been 
attributed the chronicity of the ulcers (Askanazy), 
is not an important factor. As a rule this is of 
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only a saprophytic character; the fungus finds a 
suitable soil in the necrotic tissue, but does not 
penetrate beyond this zone into living tissue. Un- 
doubtedly it is the gastric juice itself which is of the 
greatest importance in the progression of an ulcer. 
The great importance of the mechanical effect of the 
gastric juice on the localization, the form, and the 
chronicity of ulcer was manifested by an extensive 
histological study of numerous gastric ulcers. 

Instead of the usual division of the gastric mucosa 
into two parts—the mucosa of the pylorus and that 
of the fundus—the author divides it into three parts: 

1. The region of the pyloric glands. On the lesser 
curvature this includes nearly all but not the entire 
region of the pyloric canal. On the greater curva- 
ture it begins at the pyloric ring, where there is a 
peculiar transition zone of pyloric and Brunner’s 
glands. Here the pyloric glands have typical delo- 
morphous cells. According to Kokubo, the mucosa 
of the pyloric canal is characterized by a very 
marked intramucous development of the smooth 
musculature, by means of which powerful expres- 
sion of the glandular juices is made possible. 

2. The mucosa of the isthmus. This is either 
sharply demarcated from the mucosa of the pylorus 
or separated from it by a sort of mixed zone of 
pyloric and isthmus glands. The glands of the 
isthmus consist almost exclusively of so-called inter- 
stitial cells without or with a few delomorphous cells. 
As they cover a small intermediary zone between the 
pyloric and the isthmus mucous membranes, they 
have been designated as intermediary glands. Basal- 
ly developed mother cells are also found here. The 
isthmus portion corresponds approximately to the 
vestibule and the so-called isthmus of the stomach. 

3. The mucosa of the body of the stomach. This 
has no sharp line of demarcation from the other 
parts described. It may well be assumed that the 
isthmus (or intermediary) glands produce a different 
juice from that secreted by the strictly corpus 
glands. The latter are characterized by the presence 
of delomorphous and mother cells. 

With regard to the cardiac zone there is nothing 
new to report. 

The tabular review of the ulcers examined includes 
thirty-four ulcers examined by the author himself 
and fifteen ulcers examined by von Redwitz. Of 
the former seven were located in the body of the 
stomach, nine in the region of the isthmus, eleven 
in the pyloric canal, and seven at the pylorus. All 
were in the region of the gastric strait, thirty within 
it, one more on the anterior surface, and three on 
the posterior surface. 

Table 3, which classifies the ulcers more accu- 
rately according to their location, shows that the 
typically formed ulcers were located chiefly in the 
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pyloric canal or in the cardiac portion of the isthmus 
(the body of the stomach) and that the atypical 
forms were located just at the border zone, either 
between the vestibule and the pyloric canal or be- 
tween the pyloric canal and the duodenum. 

In regard to the condition of the mucosa at the 
edges of the ulcer, the author states that the glands 
had the character of pyloric glands at both the 
cardiac and the pyloric border in only thirteen 
ulcers. Of the eighteen ulcers diagnosed macro- 
scopically as ulcers of the pylorus and of the pyloric 
canal, five were located at the border of the isth- 
mus. Of the nine ulcers of the isthmus, some lay at 
the border against the pyloric canal and some in 
the isthmus. Of the seven ulcers inthe body of the 
stomach, none showed the true mucosa of the body 
of the stomach at their edges, neither toward the 
pylorus nor toward the cardia; therefore, in con- 
trast to the macroscopic findings, ulcers are almost 
never found in the strictly corpus mucous mem- 
brane of the stomach. Nearly always there is con- 
tiguous isthmic or pyloric mucosa. This may be 
explained by the aberrant occurrence of pyloric or 
isthmial mucosa in the region of the mucosa of the 
body of the stomach, and the ulcer formation may 
be attributed to a special sensitiveness of such 
aberrant islands of mucosa. Possibly, also, these 
changes in the mucosa, especially at the edges of the 
ulcer, may be secondary changes, the result of the 
ulcer and of its irritation of the gastric mucosa. 

The form of the ulcers was studied in a number 
of longitudinal sections of chronic gastric ulcers. 
Macroscopically, the form was not always typical, 
even though a number of cases showed the classical 
funnel shape so distinctly that, the vessels being 
intact, there could be no doubt that they were due 
to mechanical functional factors. That these factors 
are of great importance also in the origin of the 
atypical forms may be recognized microscopically 
from the drawing upward of the musculature at the 
cardiac region, the segmentation of the musculature 
in the pyloric area, and the marked oedema of the 
pyloric submucosa. 

The chronicity and the progression of an ulcer is 
associated most intimately with its form. In this, 
the gastric juice plays the only part. Unilateral 
extension of the walls of an ulcer can usually be 
recognized easily from unilaterally more marked 
digestion necrosis. Asa rule the cardiac side is more 
markedly affected than the pyloric. The varying 
findings are explained by the mechanical influence 
of the gastric juice within the gastric strait and the 
constantly changing relationships of position and 
precipitation. In cases of specially marked varia- 
tions the retention of food masses in the base of the 
ulcer must also be considered. In the author’s 
opinion, variations in the thickness of the layer of 
fibrin on the necrotic layer indicates periods of pro- 
gression and rest in the digestive periods. Special 
sensitiveness of the connective tissue callus at the 
base of the ulcer must also be admitted. 

HAuMANN (Z), 


Bastianelli, P.: The Evolution of the Therapeutic 
Indications for Gastric Ulcer (L’evoluzione de; 
criteri curativi et operati nel trattamento dei pazienti 
gastro-ulcerosi). Policlin., Rome, 1924, xxxi, sez. 
prat., 1095. 


Because of the complications of active gustric 
ulcer the internist should not persist in medical 
treatment after he has given it a reasonable trial 
but should send the patient to a surgeon. 

Ulcer should be treated radically by more or less 
extensive resection. Bastianelli draws this conclu- 
sion from his long experience in gastric surgery, from 
the results in his series of thirty-eight cases of more or 
less extensive resection for ulcer in which there was 
only one death, and from the statistics of distinguished 
surgeons. In Bastianelli’s last ten cases of resection 
for gastric ulcer there were no deaths. The time 
elapsed since the operation in these ten cases is too 
short for him to speak definitely of end-results, but 
the condition of the patients seems to indicate that 
the results will be as good as those in the previous 
twenty-eight cases. 

The clinical histories of the last ten cases are 
given in detail. The others were reported before 
the Italian Surgical Congress. The operations in the 
ten cases were four partial resections supplemented 
by gastrojejunostomy with Mayo blockage and 
Parlavecchio or von Eiselsberg exclusion; one ex- 
cision; and five Billroth II subtotal resections. 

Discussing the results in his entire series of cases, 
some of which were treated ten years ago, Bastianelli 
states that there has been no recurrence of pain, 
vomiting, or cachexia. It is very important that the 
patient should return to his accustomed food grad- 
ually and that he should continue under the watch- 
ful supervision of his physician. 

Bastianelli regards the treatment of ulcer of the 
lesser curvature by simple gastrojejunostomy as 
incomplete and illogical. The consensus of opinion 
is in favor of radical treatment. 

In cases in which the extension is not such as to 
alter the form and function of the stomach too much 
Bastianelli limits himself to partial resection of the 
lesser curvature and the surrounding infiltrated 
zone. He has not experienced any great difficulty 
in resecting ulcers situated at the juncture of the 
middle and upper thirds of the lesser curvature or 
even within the upper third. 

Bastianelli prefers subtotal resection followed by 
gastrojejunostomy (Billroth II) because, in the pres- 
ence of hyperacidity, end-to-end suture of the stom- 
ach after resection favors the development of ulcer. 
When haste is very important, Bastianelli has found 
the Murphy button of very great aid in executing 
the gastrojejunostomy. W. A. BRENNAN. 


Schmidt, E. R.: The Surgical Treatment of Per- 
forating Ulcers of the Stomach and Duodenum. 
Northwest Med., 1924, xiii, 392. 


This article is based on forty-four cases operated 
on for perforated ulcers of the stomach and duo- 
denum at the Maria Hospital, Stockholm, Sweden, 
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between the years 1908 and 1921, one case operated 
on at the University of Frankfurt on the surgical 
service of von Schmieden in March, 1923, and one 
operated on at St. Vincent’s Hospital, Billings, 
Montana. 

All of the cases coming to St. Vincent’s hospital 
have been treated surgically. The mortality has 
been 26.08 per cent. If possible, the ulcer is excised 
longitudinally and sewed up transversely; a Witzel 
fistula is made in the stomach; the contents in the 
abdomen are wiped out with sponges moistened in 
warm saline or, if the peritonitis is generalized, the 
entire abdomen is systematically irrigated with 
saline solution at 40 degrees C.; and the abdomen is 
closed without any drains. In Schmidt’s opinion the 
method suggested is as simple as possible. When a 
radical operation can be performed without endan- 
gering the chance of recovery, a resection should be 
performed. Emit C. RopitsHeK, M.D. 


Bonar, T. G. D.: Gastric Function Before and 
After Gastrojejunostomy. Lancet, 1924, ccvii, 
201. 


In this study observations were made by the 
fractional test meal and X-ray examination before 
operation and again about ten months later on a 
serics of fourteen cases of gastric ulcer, thirty cases 
of pyloric ulcer, thirty-three cases of duodenal ulcer, 
twenty cases of carcinoma of the stomach, and three 
cases of gastrojejunal ulcers. 

In the cases of gastric ulcer the fractional test 
meal curve before operation was almost normal and 
the X-ray showed hypotonicity with fair motility. 
After gastro-enterostomy the free hydrochloric acid 
was markedly diminished and the total acidity also 
lowered. Bile was present and the stomach emptied 
rapidly, usually through the stoma. 

Cases of pyloric ulcer showed a high resting juice 
with a steady increase of acidity and a condition of 
hypotonus. After gastro-enterostomy the resting 
juice was slightly decreased but later the acidity 
reached almost the pre-operative level. Bile was 
present and the stomach emptied rapidly through 
the stoma. In cases of pyloric stenosis the stomach 
was dilated and showed exaggerated peristalsis be- 
lore operation. 

Cases of duodenal ulcer had a high acid resting 
juice, which quickly fell after the meal and then 
rapidly rose to hyperchlorhydria with hypersecre- 
tion. The stomach was hypotonic or hypertonic and 
emptied rapidly. After operation the conditions 
were essentially the same as before except that the 
stomach emptied by way of the stoma. In cases of 
gastrojejunal ulcer following operation for duodenal 
ulcers the findings were similar. 

Cases of carcinoma of the stomach showed a low 
total acidity throughout the meal and in many in- 
stances achlorhydria. Blood was usually present, 
and there was delay in emptying. Regardless of the 
type of operation, hypochlorhydria or achylia per- 
sisted, the stomach emptied quickly through the 
stoma, and bile was present. After the Polya- 


Balfour type of resection the meal passed at once 
into the jejunum. In cases of ulcer with high acids 
gastro-enterostomy did not cause any appreciable 
reduction of the acidity; its operative value was 
probably mechanical. VERNE G. BurpDEN, M.D. 


Grégoire, R.: Pulmonary Complications in Gastric 
Surgery (Les accidents pulmonaires dans la chir- 
urgie gastrique). Bull. et mém. Soc. nat. de chir., 
1924, l, 830. 

Grégoire discusses the factors concerned in the 
development of pulmonary complications after gas- 
tric operations—the patient’s condition, the use of 
general anesthesia, immobility of the patient, etc. 

For more than four years Grégoire has not exe- 
cuted a single gastric operation without lavaging the 
stomach twice daily with iodine solution for a few 
days previously. The original object of this was to 
prevent complications due to infection about the 
suture, but it was found that, in addition, it con- 
siderably reduced pulmonary complications. 

Later Grégoire adopted local anesthesia for gas- 
tric operations, i.e., splanchnic anaesthesia and local 
anesthesia of all of the layers of the wall as far as 
the peritoneum, induced by a line of punctures. 
This is sufficient unless action on the mesentery is 
necessary. 

After the operation Grégoire gets his patients out 
of bed as soon as possible. 

Pulmonary complications occurred in 11 per cent 
of the cases operated upon for ulcer and in 12 per 
cent of those operated upon for cancer. All of the 
patients operated upon for ulcer recovered, but all 
of the cases operated upon for cancer and developing 
pulmonary complications were fatal. 

In a series of cases in which the stomach was 
lavaged with iodine solution but inhalation anes- 
thesia was employed and the patient was kept in 
bed for fifteen days after the operation, pulmonary 
complications developed in 21 per cent. 

In those in which the stomach was lavaged, local 
anesthesia was used, and the patient remained in 
bed for fifteen days, pulmonary complications de- 
veloped in g per cent. 

In those in which preliminary gastric lavage was 
done, local anesthesia was used, and the patient 
was out of bed early, there were no postoperative 
pulmonary complications. W. A. BRENNAN. 


Richard, A.: The Technique of Gastrectomy for 
Cancer (Réflexions sur la technique actuelle de la 
gastréctomie pour cancer). J. de chir., 1924, xxiv, 32. 


In a gastrectomy for cancer the first thought of 
the surgeon must be to make the ablation as wide 
as possible. 

Large gastrectomies have led more and more to 
the employment of gastrojejunostomy. The tech- 
niques of gastrojejunostomy can be divided into two 
groups, viz., those in which the anastomosis is made 
after the gastric breach has been entirely closed, 
and those in which all or part of the breach serves 
for the anastomosis. 
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In a study of the various surgical methods de- 
vised Richard found that there are two objects 
which are paramount in an extensive gastropylorec- 
tomy for cancer. The first is that the buried and 
anastomotic sutures be reduced as much as possible, 
and the second that the gastrojejunal anastomosis 
be made such that the gastric contents will surely 
and easily pass toward the jejunum without any 
reflux toward the duodenal loop. 

It appears to Richard that, with some modifica- 
tions, the method described by Finsterer in 1914 
best meets the requirements. In this procedure the 
gastric opening is placed in the lower part of the 
gastric section and the jejunal orifice so placed that 
the chyme passes directly and vertically into the 
jejunum without the possibility of duodenal reflux. 

Richard describes the technique of the operation 
as practiced by Cunéo. The modifications made by 
Cunéo are principally in the method of suturing the 
sectioned duodenum, the use of a special type of 
compressor in making the gastric section, and the 
method of suturing the gastric incision. 

Richard describes also a two-stage operation for 
cases in which, despite the operability of the tumor, 
the patient is unable to stand the complete opera- 
tion in one stage. 

Up to the present time in Cunéo’s service at the 
Lariboisiére Hospital, Paris, about a dozen gastrec- 
tomies have been carried out with excellent imme- 
diate results from the point of view of rapidity of 
recovery as well as function of the anastomosis. 
The end-results in a number of the cases will be 
reported later. W. A. BRENNAN. 


Alvarez, W. C., and Freedlander, B. L.: The Rate 
of Progress of Food Residues Through the 
Bowel. J. Am. M. Ass., 1924, Ixxxiii, 576. 


It is generally believed today that under normal 
conditions the passage of food residues through the 
bowel requires from twenty-four to forty-eight 
hours. To determine whether this theory is correct 
the authors carried out experiments on a number 
of healthy medical students. Fifty glass beads 2 
mm. in diameter were enclosed in a gelatine capsule 
and administered by mouth. The stools were then 
sieved and the number of beads found in each was 
charted as a percentage of the total number taken. 
The form and size of the stools were also recorded. 

It was found that these normal subjects with a 
good digestion and a daily bowel movement did not 
pass all of the beads in twenty-four hours. The 
majority required four days to pass 75 per cent of 
them and some passed only from 50 to 60 per cent 
in nine days. 

In rabbits it was found that beads sometimes re- 
mained in the stomach or cecum for a week or more. 
In one rabbit the appendix contained thirty-four 
beads. 

The authors conclude that the colon normally 
contains food residues taken during the preceding 
week or before, and that ordinarily about 80 per 
cent of the residue from any one meal is evacuated 


by the end of the fourth day. It is important to 
remember, however, that wide variations are com- 
patible with good health. The usual amounts of 
barium given with small meals apparently act to 
speed up the progress of material through the 
bowel. 

In conclusion the authors state that these obser- 
vations must modify our present views regarding 
intestinal aute intoxication and the need for fre- 
quent and conti. ‘ous use of laxatives. 

Joun W. Nuzum, M.D 


Finney, J. M. T.: Surgical Aspects of Chronic 
Intestinal Stasis. South. M.J., 1924, xvii, 680. 

Finney is very emphatic in his condemnation of 
the surgical enthusiasts who advocate surgical opera- 
tions for intestinal stasis in the absence of a definite 
discernible lesion. He believes that the indications 
for surgery in this disease, if it can be spoken of as 
a definite clinical entity, are few. When one segment 
of the intestinal tract shows a tendency to rotate on 
its axis, it should be fixed with a few sutures. When 
the cxcal pouch has become much dilated and 
clongated, drainage or, in rare cases, complete extir- 
pation may be clearly indicated. 

Other conditions not showing clear pathological 
changes are figments of the imagination, and any 
attempt to treat them by operation constitutes 
meddlesome surgery which does more harm than 
good. Howarp A. McKnicut, M.D. 


Haines, W. D.: Acute Internal Intestinal Obstruc- 
tion. Cincinnali J. M., 1924, Vv, 341. 

Haines reviews the etiology and symptoms of 
acute intestinal obstruction, emphasizing the impor- 
tance of early diagnosis. To await the faecal vomit- 
ing described in textbooks jeopardizes the hope of 
recovery. Death in these cases is usually due to 
stercoremia, which occurs long before gangrene and 
perforation. 

Acute intestinal obstruction is always an urgent 
emergency. Waste of time in palliative treatment 
or refined diagnosis only increases a death rate which 
is already high. At the primary operation it is a 
mistake to look for and attempt to remove the cause 
of the obstruction because the patient’s condition 
will not permit such extensive interference. En- 
terostomy should be done to relieve the stercoramia 
as promptly and with as little operative trauma as 
possible. 

The cause of the obstruction can be dealt with in 
a second operation, when the patient’s condition has 
been sufficiently improved. Occasionally gangrene 
and peritonitis will ensue because of the unrelieved 
obstruction, but on the whole the mortality will be 
greatly reduced if a two-stage operation is done. 
There is usually rapid improvement following the 
initial drainage, and within twenty-four hours the 
condition is greatly improved. Postoperative meas- 
ures directed toward replacing the body fluids 
and combating shock are important. 

L. M, Zimmerman, M.D. 
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Braun, W., Wortmann, W., and Brasch, N.: Intes- 
tinal Occlusion and Other Disturbances of 
Passage of the Intestine (Der Darmverschluss 
und die sonstigen Wegstoerungen des Darmes). 
Berlin: Springer, 1924. 


In the sixteen years since the publication of 
Wilms’ work, many of our views on the pathology, 
clinical picture, and treatment of ileus have changed. 
Hence this work of Braun and his collaborators, 
which is very comprehensive and well illustrated 
and printed, is of particular interest. The authors 
speak from extensive scientific knowledge of the 
problems of intestinal occlusion and a very wide 
practical experience. 

In addition to 320 cases operated upon and thirty 
not operated upon, about 400 of Naumann’s cases 
are reviewed. All were treated in the last twenty 
vears. The literature, both old and recent, is dis- 
cussed. 

The early chapters deal with general pathology 
and the sensibility of the intestine, the mesentery, 
and the peritoneum. 

In the chapter on the movements and circulation 
of the intestine and in the next to the last chapter 
on the treatment of functional disturbances of pas- 
sage of the intestine, the reviewer fails to find any 
reference to the increase in peristalsis from lumbar 
anesthesia which was described and explained by 
Wagner. In the discussion of disturbances of the 
activity and circulation of the intestine in mechani- 
cal occlusion and other conditions and in many other 
chapters the results of experimental research are 
critically appraised. 

With regard to the long chapter on the symptoms, 
special mention is made by the reviewer of the aus- 
cultatory evidence of distention by gas as it is well 
known that many physicians still neglect ausculta- 
tion cf the abdomen. 

Twelve chapters are devoted to special pathology. 
The disturbances discussed include tying off and 
constriction of the intestine, lateral pinching, angu- 
lation and torsion, volvulus, knotting, invagination, 
occlusion from obturation, narrowing and occlusion 
from acquired strictures, narrowing and closure from 
compression, congenital stenosis and atresia, Hirsch- 
sprung’s disease, obstruction from nervous influ- 
ences, and disturbances of passage due to plugging 
of the blood vessels of the mesentery. 

A portion of the eighth chapter is devoted to 
compression of the intestine by the gravid uterus 
and illustrated by case reports from the literature. 
In discussing how a mobile gravid uterus or a uterus 
in the early puerperal stage can bring about a com- 
pression great enough to cause occlusion, the authors 
agree with Van der Hoeven that the increased pull 
of the vagina, which in such cases has little exten- 
sibility, causes pressure of the uterus against the 
pelvic inlet. Besides this “ileus” of pregnancy, 
other varieties of mechanical occlusion of the intes- 
tine during pregnancy and the puerperium are dis- 
cussed. With regard to these the authors rely to 
some extent on the statistics of Ludwig, but add 


also valuable new observations. Aggravation of the 
condition by the onset of labor is emphasized as a 
particularly important aid in the recognition of in- 
testinal occlusion in pregnancy. The differentiation 
between peritonitic processes and intraperitoneal 
hemorrhages is also discussed. 

With regard to the treatment of intestinal occlu- 
sion in pregnancy, the authors state that because 
of the possibility of injury to intestinal loops and 
the danger that after successful delivery the neces- 
sary operation may be deferred because of the im- 
mediate feeling of relief, abdominal section should 
be done without previous emptying of the uterus 
by the vaginal route. When the occlusion is due 
to compression, casarean section should be done at 
the end of pregnancy. In other types of occlusion 
the manner of emptying the uterus must be decided 
on the basis of the indications in the particular case, 
without regard to the child. If the birth passages 
are already open, the child should be delivered by 
the natural route after the closure of the abdomen. 

The diagnosis is discussed in detail, particular 
attention being given to the findings roentgen exami- 
nation. 

The last part of the work is devoted to the treat- 
ment. Non-operative treatment receives more at- 
tention than is usually accorded it in books written 
by surgeons. The preparation for operation and the 
operative technique are described. An important 
point discussed is whether, and at what time, resec- 
tion of the intestine is preferable to the establish- 
ment of an artificial anus. 

Every abdominal surgeon will find much of in- 
terest in this new work. Scumip (G). 


Bachlechner, K.: Invagination of the Small Intes- 
tine into the Stomach Following Anterior 
Gastro-Enterostomy (Duenndarminvagination in 
den Magen nach vorderer Gastroenterostomic). 
Zentralbl. f. Chir., 1924, li, 889. 


A 46-year-old woman who had been subjected to 
gastro-enterostomy for ulcer two years previously, 
experienced a sudden attack of hamatemesis asso- 
ciated with severe colicky pain in the epigastrium. 
Three days later she entered the hospital in a very 
critical condition, almost pulseless. Operation re- 
vealed a sausage-shaped tumor in the stomach above 
the point of the anastomosis. The afferent loops of 
intestine were bluish and tensely full. Immediately 
beneath the anastomosis was an empty collapsed 
loop. 

Resection was done by the Billroth I method and 
the loops of intestine were united end-to-end. The 
severely weakened patient did not recover from the 
operation. 

In the literature seven similar cases are reported. 
In four, the condition followed a posterior gastro- 
enterostomy and in three an anterior gastro-enteros- 
tomy. According to Wilms, Propping, and Fromme, 
the invagination is begun in every case by a local 
spasm of the circular musculature of the intestine, 
whereby is produced a sort of sheathing of the 
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flaccid distal section by the proximal portion. The 
resulting invagination is ascending or descending 
according to whether the sheath-like encasing sets 
in from the upper or the lower end of the spasmodic 
loop. The cause of the local spasmodic condition is 
not given. Von TAPPEINER (Z). 


Wright, H. P.: Duodenal Ulcer in Infancy, with 
the Report of a Case. Arch. Pediat., 1924, xli, 646. 


The literature reports more than 100 cases of 
duodenal ulcer in infancy but it is probable that 
these are few in comparison with those that are 
incorrectly diagnosed. 

The author reports the case of an infant of 3 
months whose condition was diagnosed as pyloro- 
spasm and benefited temporarily by atropine. Even- 
tually the child died. Autopsy revealed a large 
duodenal ulcer almost reaching the pyloric ring. 
All other organs were normal. 

The etiology of duodenal ulcer in infants is not 
definitely settled, but in a great number of cases the 
cause is of an infectious nature. 

One of the most valuable signs in the diagnosis is 
the persistent wailing puppy-like cry. Another 
diagnostic sign is the presence of blood in the stools. 
The condition is very difficult to diagnose, being 
often mistaken for pyloric stenosis. As medical 
treatment is usually unsatisfactory, operation must 
be considered. As a rule the prognosis is poor. 

Cyrit J. GLaspet, M.D. 


Wydler, A.: A Case of Ileus Due to the Invagina- 
tion of the Jejunum into the Stomach (Ein 
Fall von Invaginationsileus des Jejunum in den 
Magen). Schweiz. med. Wchnschr., 1924, liv, 347. 

A rare and grave complication of gastro-enteros- 
tomy is the invagination of the loops of small intes- 
tine into the stomach. Since 1917 the author has 
seen three cases following posterior gastro-enteros- 
tomy. 

In fhis article is reported the case of a 50- 
year-old man upon whom a posterior retrocolic 
gastro-enterostomy was performed for a perforating 
ulcer of the lesser curvature. About a yearafter the 
operation the symptoms of a high ileus developed 
suddenly and the vomitus contained pus and blood. 
Another operation was impossible because of the 
patient’s desperate condition. 

Autopsy revealed invagination of about 30 cm. 
of the upper loop of the jejunum into the stomach 
through the 5-cm. anastomosis. With regard to the 
cause of this complication Wydler agrees with 
Schloessmann that a spastic condition in the region 
of the anastomosis plays a réle. In the case reported 
such a spastic condition was set up by the ulcer 
which had contracted following the gastro-enteros- 
tomy but had not yet healed. Predisposing factors 
are a long movable mesentery, abdominal pressure, 
and narrowing of the abdominal space. This rare 
complication indicates that in the establishment of 
a gastro-enterostomy the ulcer segment must be 
avoided. KoeEnic (Z). 


Baggio, G.: The Effect of Deviation of the Duode- 
nal Contents on the Formation of Jejunal 
Ulcer (L’influenza che sulla produzione dell'ulcera 
del digiuno viene esercitata dalla deviazione del 
contenuto duodenale). Aun. ital. di chir., 1924, iii, 
583. 


A possible cause of postoperative peptic jejunal 
ulcer is failure of neutralization of the chyme by the 
duodeno-pancreatico-biliary fluid. The derivation 
of the chyme by a route other than the pyloro- 
duodenal route (as after gastro-enterostomy) may 
disturb the secretion of alkaline fluid and cause a 
deficiency of alkalinization in the jejunum resulting 
in digestion of the jejunal mucosa by the gastric 
juice coming into direct contact with it. In some 
cases the gastro-enterostomy may be such that the 
gastric contents and the fluids coming from the 
duodenum reach the jejunum at the same point or 
the duodenal fluids emerge below the point where 
the gastric contents enter, thus leaving a tract of 
intestine not in contact with the duodenal fluid. In 
the investigation of deficient neutralization as a 
possible cause of jejunal ulcer these two possibilities 
must be borne in mind. 

The author’s experimental resections of the py- 
loric portion of the stomach in dogs were never 
followed by the appearance of peptic ulcer of the 
jejunum. Of twelve dogs in which pyloric exclusion 
was done and a Y-anastomosis formed on the lateral 
wall of the stomach well above the pylorus, eleven 
died within eight days. In the surviving dog two 
typical jejunal ulcers were found a little below the 
gastro-enterostomy after two hundred and thirty- 
eight days. One of the dogs that died within two 
days had an acute perforation in the gastro-anasto- 
mosed loop. These experiments confirmed the theory 
that ulcer is favored by deviation of the duodenal 
contents. 

In twenty-three dogs the author resected the pars 
pylorica, but instead of anastomosing the stomach 
to the intestine by a simple lateral gastro-enteros- 
tomy, he made an end-to-side or side-to-side Y- 
anastomosis. Of six surviving dogs, four showed 
ulcer in the descending part of the gastro-anasto- 
mosed loop. In the author’s opinion this is most 
definite proof of the ulcerating action of deviation 
of the duodenal contents and indicates that the Y- 
anastomosis should be avoided. W. A. BRENNAN. 


Gussio, S.: Secondary Jejunal Ulcer: Five New 
Cases (Sull’ ulcera dijiunale secondaria: 5 nuove 
osservazione). Policlin., Rome, 1924, xxxi, sez. chir., 
323, 345, 427, and 476. 

Statistics as to the frequency of secondary ulcer 
of the jejunum vary greatly. In one series of 1,141 
cases of gastro-enterostomy only three such ulcers 
were found, but their incidence has been reported 
as high as 10 per cent, especially in cases in which 
the gastro-enterostomy was done for duodenal ulcer. 

The ages of Gussio’s five patients ranged from 20 
to 56 years. In one case the original ulcer was in 
the duodenum and in two cases at the pylorus. In 
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the remaining two cases pyloric stenosis and a very 
high ulcer were found. In the cases of pyloric ulcer 
a Wolfer gastro-enterostomy was done, and in the 
others a von Hacker operation. In the two cases 
without pyloric stenosis a pyloric exclusion was done 
in addition to the von Hacker operation. 

In all of the cases the impervious pylorus domi- 
nated the picture, the symptoms being intensified 
after pyloric exclusion. In one case a Roth pyloric 
exclusion was followed by a secondary jejunal ulcer 
after about fourteen days. Following the re-estab- 
lishment of the patency of the pylorus there was no 
further recurrence. In a case of duodenal stenosis 
with ulcer in which an anterior gastro-enterostomy 
was done a jejunal ulcer developed a year after the 
operation, recurred after a Y-gastro-enterostomy, 
and disappeared only after pylorogastric resection. 
In the third case a von Eiselsberg pyloric exclusion 
which was done about three years after a von Hacker 
gastro-enterostomy was followed by ulceration of 
the loop. The fourth and fifth cases also prove that 
the development of jejunal ulcer is favored by 
pyloric stenosis. 

All of these cases demonstrate that the develop- 
ment of jejunal ulcer is favored by impermeability 
of the pylorus. The author concludes that this is 
due to the fact that the gastric acidity becomes in- 
creased as the result of the suppression of the alka- 
line pyloric secretion, the defense of the loop being 
thereby overcome. He believes that the method of 
choice in the treatment of secondary jejunal ulcer is 
pylorogastric resection. W. A. BRENNAN. 


Judd, E. S., and Pollock, L. W.: Diverticulitis of 
the Colon. Ann. Surg., 1924, 1xxx, 425. 


Diverticulitis of the colon is more common than 
was formerly believed. There may be a solitary 
diverticulum in any portion of the colon, or a great 
many diverticula distributed from the ileocecal 
valve to the rectum. Diverticulitis is evidently not 
progressive, and may remain unchanged for years. 
In many instances it apparently does not cause 
symptoms. It is a disease of middle life. The con- 
dition spoken of as diverticulitis—a diffuse inflam- 
mation and swelling throughout all of the tissues of 
the colon and mesentery—is peculiar to the sigmoid; 
it has not been observed in any other quadrant of 
the colon. 

As the inflammation in the diverticula and the 
wall of the colon progresses, an abscess may form 
and later perforate into the abdominal wall, bladder 
or intestine. If the inflammation remains chronic, 
a tumor develops which is composed of fibrous tissue 
and the products of inflammation. 

_ It is often difficult to distinguish between diver- 
ticulitis of the sigmoid and carcinoma; in a number 
of the cases these conditions are associated. Just 
what influence diverticulitis exerts on the develop- 
ment of carcinoma has not been determined. If the 
history reveals that the patient has had repeated 
similar attacks and for a long time has noticed a 
tumor which has increased and receded, the condi- 


tion is probably diverticulitis. In some instances a 
definite diagnosis cannot be made until the tissues 
have been examined histologically. 

Many patients with diverticulitis can be relieved 
by dietary and medical management. If an abscess 
forms from the perforation of a diverticulum or ex- 
tension of the infection through the wall of the 
colon, drainage is indicated. If perforation occurs 
into other regions, an operation is the only procedure 
that offers relief. Operation is indicated if there is 
any question as to the nature of the tumor. 

The mortality from radical operations for diver- 
ticulitis has been very high. The difficulty arises 
from the stirring up of the infection in the tissues 
around the colon before operation. From a review 
of the results in these cases it seems that the plan 
of procedure should be a preliminary colostomy to 
care for any obstruction in the colon, and particu- 
larly for the reduction of the inflammation in the 
diverticula by frequent irrigations of the lower colon. 
Resection of the infected portion can then be done 
with less risk. 


Drummond, H.: The Diagnosis of Malignant Dis- 
ease of the Large Intestine. Brit. M. J., 1924, ii, 
261. 


Of greatest importance in the diagnosis of carci- 
noma of the large intestine is a carefully taken his- 
tory. 

Acute, subacute, or chronic intestinal obstruc- 
tion, the presence of a tumor, or the occurrence of 
bleeding from the bowel are the chief indications of 
intestinal cancer. Whatever portion of the large 
intestine is affected the symptoms resulting from 
the obstruction are as a rule those of which the 
patient first complains. 

In the early stages there may be only the discom- 
fort of an increasing constipation. Attacks of diar- 
rhoea, apparently without cause, may be an early 
symptom of obstruction. 

Hemorrhage due to carcinoma of the colon is 
unusual. It is most common when the growth is 
situated in the rectum, but may occur as the first 
symptom in cancer of the colon and cause the dis- 
covery of the growth at an early stage. 

A rectal examination is an important part of the 
examination of every case of abdominal disease. 

Often a growth in the upper part of the rectum 
can be felt only through the mucous membrane, the 
palpable mass being obscured by a Heuston fold. 
A growth situated in the pelvic colon may come to 
lie in the pelvis, on or adherent to the front of the 
rectum, and be palpable through the bowel wall. 

Sigmoidoscopy is very valuable in the diagnosis 
of malignant growths in the upper rectum and pelvic 
colon. Such growths are seldom palpable by the 
rectum or abdomen. 

A growth seen through the sigmoidoscope may 
not be typical in appearance. When this is the case 
a small portion of the tumor should be removed for 
microscopic examination. 

Howarp A. McKnicut, M.D. 
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Deaver, J. B.: Surgery of the Right Half of the 
Colon. Ann. Surg., 1924, 1xxx, 439. 

Peck, C. H.: Carcinoma of the Colon. Ann. Surg., 
1924, Ixxx, 450. 

Miller, R. T., Jr.: Multiple Primary Malignant 
Foci in Cancer of the Colon. Ann. Surg., 1924, 
Ixxx, 450. 


DEAVER states that the frequency of carcinoma 
in the rectum has often been called to our attention, 
but little has been said regarding disease of the 
right colon. It appears that, in America, intestinal 
and peritoneal carcinoma, including rectal carci- 
noma, are increasing. In 1900 the death rate per 
100,000 was 5.7, while in 1913 it had risen to 10.5. 
The difference cannot be attributed to errors in 
diagnosis. Of all carcinomata of the colon, exclud- 
ing the rectum, 36 per cent occur in the sigmoid 
and 25 per cent in the cecum, the transverse colon, 
and the splenic flexure. Next in frequency of in- 
volvement are the hepatic flexure, the ascending 
colon, and the descending colon. 

In Deaver’s opinion, trauma is an important fac- 
tor in the etiology of colonic carcinoma and the 
fact that the cecum acts as a reservoir may explain 
the greater frequency with which it is involved by 
carcinoma than the splenic flexure. Because of the 
difficulty of making an early diagnosis, these cases 
usually come to the surgeon late. The symptoms 
are not characteristic. The surgeon is often con- 
sulted first because of acute intestinal obstruction. 
Irregularity of fecal evacuations is a fairly constant 
sign. Diarrhoea is more apt to be a constant sign 
than constipation. Constipation is present in cases 
of rectal and sigmoid cancers which have reached 
considerable size. A tumor may not be palpable 
unless the patient is thin or the disease is far ad- 
vanced. Deaver warns against placing too much 
reliance on the X-ray examination. 

As colonic cancer usually develops slowly, the 
surgeon has an opportunity to effect a cure if the 
diagnosis is made early enough. For ileocacal can- 
cer Deaver favors the one-stage operation unless 
there is acute obstruction. 

Actinomycosis and tuberculosis of the colon and 
fecal fistula are also discussed, and the cases seen 
by Deaver are tabulated. 

PECK reports his conclusions from a study of 
sixty-nine cases of cancer of the colon. He attrib- 
utes the unfavorable results obtained at the present 
time to late diagnosis. When removal of the growth 
is possible, the results should be as good as those in 
cases of carcinoma in any other part of the body. 

Frequently the first symptom is intermittent col- 
icky attacks. If the abdomen is thin, a mass may 
be felt. Bleeding is common but occurs in small 
amounts, and only occult blood is found in the 
stools. Great care is necessary in interpreting the 
X-ray findings. Digital examination of the rectum 
should never be omitted. The proctoscope and 
sigmoidoscope give invaluable assistance. Carci- 


noma of the colon is rather frequently accompanied 
The two most common types—the 


by anaemia. 


round ulcer and the scirrhous contracting lesion 
are described in detail, especially with regard to 
their method of spread and growth. Mention js 
made also of the massive medullary type. 

A study of the statistics given by Peck indicates 
that resection of the left colon has a higher mortal- 
ity than resection of the right colon. The difference 
is due to the higher infective potency of the con- 
tents of the left colon and the greater difficulty of 
obtaining healing without leakage in suture of the 
left colon. Resection of the right colon, when done 
in a one-stage operation with immediate suture, isa 
relatively safe procedure. 

Peck draws the following conclusions: 

1. Cancer of the colon, excluding the rectum, 
offers a relatively high rate of operability and a 
percentage of radical cures which compare favor- 
ably with those of malignant disease in other organs. 

2. Growths of the cecum and the right colon, 
including the right part of the transverse colon, are 
suitable for a one-stage resection with immediate 
anastomosis by suture. The operative mortality 
should be relatively low. 

3. Growths in the left colon are more safely re- 
sected by the two-stage Mikulicz method. 

MILLER reports five cases of multiple primary 
malignant foci. Such foci may appear in the skin 
following a dermatitis of long standing. They may 
be found also in paired organs and in sites which 
are unrelated. According to Billroth, such tumors 
are to be regarded as distinct entities only under 
the following conditions: 

1. When the two growths show distinct histo- 
logical differences so pronounced as to exclude their 
interpretation as merely different stages of the same 
process. 

2. When each growth springs from its parent 
epithelium. 

3. When each growth has its own metastases. 

Mercanton stated that, if after the removal of 
two cancers at one operation, the patient remains 
free from disease, it is practically certain that the 
two growths were independent. 

Cancerous changes occurring in colonic polypi are 
apparently common, but there are a number of 
ways in which a secondary dependent growth may 
become established. Cancer may be transmitted by 
the blood stream or by contact. The seemingly 
proved theory that it can be implanted is usually 
held to account satisfactorily for multiple carcinoma 
in the lumen of the gastro-intestinal tract, but when 
a prolonged period of time separates the appearance 
of two tumors and the second lies orally with refer- 
ence to the first, this theory does not explain the 
situation. The fact that practically all carcinomata 
of the colon are adenocarcinomata further compli- 
cates the problem. 

Since there are numerous records of the assovcia- 
tion of cancer with polyposis, the question of the 
proper treatment of the latter is vital. 

The author concludes with the following state- 
ment: 
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“In a practical sense we must recognize that can- 
cer of the colon may occur as multiple primary 
lesions; that an entirely similar picture may be pro- 
duced by tumors which develop secondarily; and 
that polyposis of the colon has a very definite 
tendency to malignant degeneration.” 

, Joun A. Wotrer, M.D. 


Rankin, F. W.: The Choice of Operation in Cancer 
of the Colon, Not Including the Rectum. J. 
Am. M. Ass., 1924, Ixxxiii, 86. 


The right division of the colon as far as the middle 
of the transverse segment is usually best removed in 
one stage. Its anatomical relationships permit a 
satisfactory mobilization. Its removal is followed 
by recurrence of the malignancy less frequently than 
in cases of cancer in other parts of the colon. Care 
should be taken to avoid injury to the retroperi- 
toneal duodenum when the upper angle of the right 
colon is mobilized. After the removal of the seg- 
ment the continuity of the intestine may be restored 
by open end-to-end or end-to-side anastomosis be- 
tween the ileum and the colon. The Parker-Kerr 
technique of aseptic anastomosis is an ideal method. 

Removal of the middle third of the colon, despite 
the ease of mobilization of this segment, is associ- 
ated with a high mortality if the resection and 
anastomosis are done in one stage. As an emergency 
operation, the growth may be removed in one stage 
between clamps and the clamps left in place. The 
Mikulicz operation has a mortality of 9.6 per cent 
and ofiers no opportunity for gland dissection. In 
cases subjected to the Mikulicz procedure the im- 
mediate mortality and the incidence of recurrence 
in the bowel itself and in the abdominal wall are 
greater than in the cases which are treated by a 
graded operation. Graded operations give better 
end-results because of their more radical technique. 

Graded operations have a lower immediate mor- 
tality and offer a good chance for cure also in cases 
of cancer in the distal two-thirds of the colon. A 
reduction of 5 per cent in the operative mortality 
is of itself an unquestioned advantage, and since 
this type of procedure allows a more radical second- 
ary operation, there is reason for optimism with 
regard to its end-results. 

Howarp A. McKnicut, M.D. 


Thompson, W. A.: Acute Appendicitis in Children: 
120 Consecutive Cases. Brit. J. Child. Dis., 1924, 
XX1, 207. 

Acute conditions of the abdomen in children are 
comparatively common, but occasionally overlooked 
and often tardily diagnosed. In intussusception, 
intestinal obstruction, and acute appendicitis early 
diagnosis is essential. In the cases of children it is 
usually not necessary to rule out acute affections of 
the gall bladder and pancreas and perforating ulcers 
of the stomach and duodenum, but the diagnosis is 
complicated by the difficulty of obtaining an accu- 
rate history and a proper examination, especially 
When the child is refractory. 


The signs and symptoms of acute appendicitis 
progress along practically the same lines in the child 
as in the adult. Pain is usually the first symptom. 
At first it is umbilical or diffuse but later becomes 
located according to the position of the appendix. 
It is particularly severe if the appendix is obstructed. 

Vomiting, the next feature, immediately follows 
the early pain in nearly every case. 

The most important finding is localized tenderness 
and in many cases this is an indication of the posi- 
tion of the appendix. If the tenderness is acute the 
appendix is usually superficial. Muscular rigidity in 
a child usually means abscess formation. 

In the cases of children the temperature is not of 
much clinical value. In an acute catarrhal condition 
of the appendix it may be high (104 degrees F.), but 
in cases of gangrenous appendix or abscess fever may 
be absent. Perforation of the appendix may be 
followed by temporary improvement in the signs 
and symptoms followed by evidence of peritonitis. 

In the differential diagnosis the most important 
conditions to exclude are pyelitis, acidosis, inflam- 
mation of the glands in the ileocecal region, basal 
pneumonia, diaphragmatic pleurisy, and Henoch’s 
purpura. 

In all of the author’s cases of perforation a drain- 
age tube was put down to the stump of the appendix 
for thirty-six hours. In those with a localized col- 
lection of pus, a tube was placed in the abscess 
cavity, and in those with a generalized infection one 
tube was passed to the site of the appendix and 
one into the pelvis. The appendix was removed 
whenever the conditions warranted it. In doubtful 
cases it is better to institute drainage, at least for 
thirty-six hours. When a secondary abscess de- 
velops, it is better to establish drainage by making 
a new incision as near the abscess cavity as possible 
than to enter by the original route. 

Cyrit J. GLAspet, M.D. 


Reschke, K.: Recurrences Following Appendiceal 
Abscesses (Rezidive nach appendicitischen Ab- 
scessen). Med. Klin., 1924, xx, 174. 

Whereas, according to the literature, the non- 
suppurative appendicitis shows a tendency to 
recur in from 4o to 100 per cent of the cases, in 
suppurative cases in which the appendix is not re- 
moved this tendency appears to be less, the inci- 
dence of recurrence ranging between 5 and 75 per 
cent. It is assumed that in the latter type of case 
the appendix is destroyed and made innocuous, or 
that there are no pathologic-anatomical causes 
such as stenosis, kinking, and facaliths. 

Since the danger of recurrence in the cases men- 
tioned is not great, and since operation after the 
formation of an abscess may be very difficult, it is 
questionable whether a patient who has had a peri- 
typhlitic abscess should be advised as forcibly to 
undergo an “interval operation,” i.e., an operation 
in the afebrile stage, as a patient with a non-sup- 
purating recurrence. Reschke endeavored to answer 
this question on the basis of 500 cases seen at the 
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Greifswald Clinic. He concluded that unsurmount- 
able difficulties are not encountered; that it is seldom 
impossible to find the appendix (twice in the cases 
reviewed); and that as a rule the appendix is still 
fairly long. The theory that the tendency toward 
recurrence is less in abscess cases than in the others 
was not substantiated, since 46 per cent of the cases 
showed recurrences. 

In eleven cases without recurrence in which an 
interval operation was performed, obliterations, 
stenoses, etc. were always found at the tip or distal 
end and the rest of the lumen was patent. The 
operations were performed from three months to 
two years after the attack. Terminal obliteration 
is harmless. In sixteen cases operated upon for 
recurrence from four months to five years after the 
abscess the stenoses were found proximal to the 
focus of inflammation. Empyema and perforations 
were present. A proximal stenosis is dangerous. 

The author concludes that interval operations 
may be advised even after the formation of an 
abscess and that operation is absolutely necessary 
when the patient desires to travel where surgical 
aid cannot be obtained quickly. Rorpetius (Z). 


Lanz, O.: Experiences with ‘‘Appendekthlipsia’’ 
(Erfahrungen mit der Appendekthlipsie). Zentralbl. 
f. Chir., 1924, li, 81. : 

In a series of from 6,000 to 7,000 cases of appendi- 
citis seen during the last thirty years Lanz was 
unable to seize the appendix in five. In the latter 
the only procedure possible was to close the lumen 
by dividing the appendix with a thermocautery and 
to leave a clamp in place at that site. In this way 
the entire appendix was excluded. Lanz calls this 
procedure “‘appendekthlipsia.” 

Of the five patients treated in the manner de- 
scribed, four had a smooth convalescence. In one 
case removal of the artery clamps was necessary on 
the second day on account of fever. The entire 
mucous tube, very loosely attached and filled with 
pus, could then be removed. Three of the patients 
were discharged with the advice to return immedi- 
ately for ‘early operation” on the appearance of 
the slightest symptoms. One of them returned one 
year later complaining of pain in the right hypo- 
gastrium which had begun the day previously. At 
the inner angle of the abdominal wall was found an 
elastic mass the size of the tip of the finger. This 
was removed under local anesthesia. On very slight 
traction, an ovoid tumor the size of a hen’s egg was 
formed. The specimen proved to be a completely 
encapsulated cicatricial mass in the form of a 
fibroma. It was due to spontaneous sequestration 
of the appendix which had been protected from 
renewed infection from the intestine by reason of 
its separation. Dencks (Z). 
Derganc, F.: Appendicolysis (Appendicolyse). Zen- 

tralbi. f. Chir., 1924, li, 499. 


In the rare and difficult cases in which the vermi- 
form appendix lies inextricably entangled in loops 


of intestine, omentum, or adhesions—a condition 
for which Lanz has recently recommended a proce- 
dure he calls ‘“‘appendekthlipsia”—the author has 
obtained successful results from appendicolysis or 
subserous appendectomy. 

An approach is made to the base or head of the 
appendix, the cicatricial serosa over it is slit open, 
and the appendix is slowly and carefully withdrawn 
from its adhesive sheath through the slit in the 
serosa like the finger of a glove. The cicatricial 
covering draws back of itself without bleeding and 
requires no further attention. 

Up to January, 1924, Derganc had performed 
thirty-two appendicolyses. In all of the cases, with 
one exception, healing occurred by primary inten- 
tion without drainage. There were no fecal fistule 
or other complications. TOELKEN (Z). 
Starr, F. N. S.: Chronic Appendicitis. Northwest 

Med., 1924, xili, 394. 

In the author’s opinion a diagnosis of chronic 
appendicitis is justified only when there is a definite 
history of a previous acute attack. X-ray examina- 
tion usually reveals delay of the barium meal in the 
cecum and failure of the appendix to empty. The 
duodenum is often distended, and in some cases 
there is a “‘duodenal drag.”” For purposes of treat- 
ment, Starr has classed these cases into the follow- 
ing four groups: 

1. Cases with a mobile caecum which is without 
much atony but produces a drag on the supcrior 
mesenteric vessels and crowds the duodenojejunal 
juncture. In such cases meat should be eliminaied 
from the diet, and a yeast cake eaten night and 
morning. Abdominal massage, physical drill, and a 
corset with an abdominal “‘lift” are recommended. 

2. Cases in which physical efficiency cannot be 
obtained by the measures mentioned but the cecum 
is still an abdominal organ. In such cases all that 
is required to bring about a cure is the removal of 
the appendix, sharp division of the ileal link, and 
plication of the cecum after division by sharp dis- 
section of a constricting fibrous band at the juncture 
of the cecum and ascending colon over the outer 
leaf of the mesentery and of a sigmoid band fixing 
the sigmoid to the left broad ligament in the female 
or to the pelvic wall in the male. 

3. Cases in which the cecum is a pelvic organ 
and there is atony with marked ileocecal regurgita- 
tion. Removal of the appendix with plication of the 
cecum and burying of the plicated margin into a 
3- or 4-in. slit in the posterior parietal peritoneum 
results in a cure. 

4. Advanced cases with marked atony, third- 
degree incompetency of the valve, and long-con- 
tinued ill health in which the appendix has been 
removed and a subsequent series of adhesion-break- 
ing operations have been performed. In such cases 
nothing short of radical resection of the terminal 
ileum with the cecum and ascending colon followed 
by end-to-end anastomosis will b> of benefit. 

Emit C. Ropitsuexk, M.D 
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Stoppato, U.: Volvulus of the Sigmoid (Considera- 
zioni intorno al volvolo del sigma). Arch. ital. di 
chir., 1924, ix, 585. 

Stoppato’s patient was a man 65 years old who 
had had abdominal pain followed by eructations of 
gas at intervals for twenty-five years. There was 
never true constipation. The patient came to the 
hospital on account of an increase in the pain, 
distention of the abdomen, and intestinal obstruc- 
tion. 

A median subumbilical laparotomy was done. 
The intestinal loop corresponding to the peduncle 
of the sigmoid was found twisted on the vertical 
axis of the mesentery to between 310 to 320 de- 
grees in the direction of the hands of a watch. 
There were no adhesions between the loop and the 
surrounding organs. The loop was resected and an 
end-to-end anastomosis was done with a Murphy 
button. The Murphy button was passed after eight 
days. The patient left the hospital in excellent con- 
dition. 

Examination of the specimen showed that, besides 
dilatation and elongation of the sigmoid, there was 
a notable increase in the thickness of the wall of 
the loop which was especially marked in the mus- 
cular coat. 

In Stoppato’s opinion factors such as tumors, the 
gravid uterus, contraction of the abdominal walls, 
etc., which are ordinarily considered as favoring 
volvulus, are factors which render the volvulus per- 
manent and aggravate it because they oppose the 
forces which might produce detorsion. Certain 
other factors, on the other hand, such as peristalsis 
and gaseous distention, which are believed by some 
surgeons to favor volvulus, are ordinarily impor- 
tant factors of defense since under certain condi- 
tions they regularly provoke detorsion. 

The general anatomo-pathological findings in 
Hirschsprung’s disease (generalized dilatation of the 
colon) do not differ substantially from those in the 
case reported. The author discusses the question of 
differentiation and whether his case may be con- 
— a true segmental type of Hirschsprung’s 
aisease. 

The mesosigmoid in the author’s case was the 
site of an extensive sclerocicatricial process charac- 
teristic of the type known as retractile mesosigmoid 
or sclerosed mesosigmoiditis. This occurs most 
commonly in elongated sigmoids and, according to 
some surgeons, is very frequently found in adults. 
In the author’s case the sigmoid was somewhat 
deviated and ectopic. A study of the findings and 
of the literature has led Stoppato to the conclusion 
that his case was probably one of constitutionally 
large sigmoid with secondary hypertrophy and dila- 
tation of its walls, chronic sigmoidocolitis, and 
consequent retractile sclerosing mesosigmoiditis. 

The results in the author’s case suggest that 
radical surgery is indicated whenever the local and 
general condition will permit it. Stoppato recom- 
mends the use of the Murphy button. 

W. A. BRENNAN. 


Gant, S. G.: A Plea for the Substitution of Peri- 
neal and Vaginal Extirpation for Kraske’s and 
the Combined Operations with Permanent 
Colostomy in the Treatment of Anorectal Can- 
cer. Am. J. Surg., 1924, Xxxviii, 230. 


The author prefers the perineal excision or infe- 
rior proctectomy to the Kraske method or the com- 
bined excision for all growths of the rectum and 
lower sigmoid flexure. The rectum is closed with a 
pursestring suture and the skin and subcutaneous 
structures are divided by a circumanal incision. The 
muscles are hooked up and divided, and the bowel 
is freed from the prostate and peritoneum by quick 
cuts with blunt scissors. Bleeding is controlled by 
the application of hot packs. The rectum and sig- 
moid are drawn down and divided with a cautery, 
and the stump is ligated about a large rubber tube. 
The peritoneum is closed with interrupted sutures 
and the perineal fascia and ligaments are sutured to 
the bowel. Anterior and posterior drains are in- 
serted and the skin is sutured to the bowel with 
interrupted sutures of linen. 

In women the vaginal route is the route of choice. 
The incision is carried through the rectovaginal 
septum and into the perineum. In closing, the 
vaginal wound is sutured with catgut and the peri- 
neal wound with silver wire sutures. These opera- 
tions require much less time than the Kraske pro- 
cedure, cause less shock, are not followed by slough- 
ing and infection, and provide a perineal instead of 
a sacral anus. 

The author does not favor the abdominal incision 
with high dissection of the bowel and the removal 
of adjacent lymph glands as this is often followed 
by shock and paralytic ileus. Routine colostomy is 
unnecessary, but in certain cases, with almost com- 
plete obstruction and fecal impaction, it is a valu- 
able procedure as it will drain the bowel of virulent 
toxins and allow the patient time to regain strength 
for later extirpation. 

In most cases the author’s plan precludes the 
necessity for permanent colostomy. Incontinence is 
avoided by narrowing the bowel by removing a 
V-shaped segment and suturing the tube-like gut 
extremity to a special buttonhole incision made 
near the anus. As a rule it is useless to preserve the 
sphincters after removal of the rectum since their 
nerve supply is destroyed in the dissection of the 
growth. WiLiiAM J. Pickett, M.D. 


Hohlbaum, J.: The Closure of an Artificial Anus 
(Anus praeter Verschluss). Zentralbl. f. Chir., 1924, 
li, 1007. 

The author describes a method which has been 
used in the Leipzig clinic for the closure of artificial 
anus in forty-two cases with only one death. The 
spur is removed, either by the old method of grad- 
ually crushing it or by the method of von Hacker 
in which the two extensively adherent portions of 
the bowel are cut through under the guidance of the 
eye. An oval incision is made around the artificial 
anus and the skin incision is lengthened upward and 
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downward. Following exposure of the peritoneum 
the gloves are changed, the peritoneum is opened, 
and the abdominal cavity is walled off. Then, under 
the guidance of the fingers inserted under the peri- 
toneum, the anus is cut around and freed. The ends 
of the intestine are freshened into normal tissue and 
united by a two-row suture. Thesutureisre-inforced 
as well as possible with omentum and the suture 
line fastened widely to the anterior peritoneum, 
being thus closed off from the abdominal cavity. 
The peritoneum is closed down to a small opening 
for the gauze strips, but the cutaneous wound is 
left open. 

The method advocated by von Hacker, consisting 
in laparotomy at the side of the anus, anastomosis 
of the transversely cut portions of bowel, and pri- 
mary or secondary removal of the blindly ending 
remnant of intestinal loop, has been used only in 
cases of fistula of the small intestine. 

VoLLHARDT (Z). 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


Gonzalez, A., and Karr, W. G.: A Comparative 
Study of the Phenoltetrachlorphthalein and 
Hzmoclastic Tests of Liver Function. Arch. 
Int. Med., 1924, xxxiv, 282. 


The hemoclastic reaction measures the physio- 
logical capacity of the liver cells directly. In the dye 
test this measurement is dependent upon the pa- 
tency of the biliary passages. 

The hemoclastic reaction seems to be more sensi- 
tive than the dye test, but a combination of the 
two is often helpful in the diagnosis and prognosis 
of obscure hepatic disease. 

Emphasis is laid on the large factor of safety in 
the liver which precludes the use of any functional 
test to determine the presence of a minor hepatic 
disturbance. SAMUEL Kaun, M.D. 


McNee, J. W., Van den Bergh, H., Willcox, Sir W., 
and Others: Jaundice. Brit. M. J., 1924, ii, 495. 


In opening this symposium on jaundice McNee 
stated that jaundice as a symptom of disease must 
always be an important clinical study. Van den 
Bergh has developed a delicate method by which 
small amounts of bilirubin can be detected and 
measured quantitatively in small amounts of albu- 
minous fluids such as blood serum and qualitative 
differences in the bilirubin present in the serum in 
different clinical forms of jaundice can be deter- 
mined readily. Our attention has been diverted 
from the mere color of the skin and mucous mem- 
branes and from the determination of bile in the 
urine and feces to a study of the changes in the 
blood. 

Mann of the Mayo Clinic has devised a new 
technique for total extirpation of the liver in dogs. 
In these animals Mann found that bile pigment 
appeared in the blood serum and urine within a 
few hours after the liver had been removed. This 


suggests that a true hemolytic jaundice has been 
produced experimentally. 

A useful classification of the different varicties of 
icterus is the following: (1) obstructive hepatic 
jaundice, (2) toxic and infective hepatic jaundice, 
and (3) hemolytic jaundice. All clinical varieties 
fit into this classification. 

Van den Bergh, in discussing the diazo test, said 
that he regards the quantitative method as only an 
estimation of the bilirubin, but a better method is not 
yet known. The modifications of the test thus far 
devised are inferior to the original test. The recog- 
nition of a latent icterus may enable one to deter- 
mine that a metastatic carcinoma is developing in a 
lymph gland and compressing the common bile duct. 
It is of great importance in differentiating between 
pernicious and hemolytic anemia and the so-called 
secondary anemias. In chronic interstitial nephritis 
there is generally a low bilirubin content. 

Among others discussing these papers, Sir Ber- 
keley Moynihan stated that in his opinion Banti’s 
disease is merely the end-picture of a varicty of 
different conditions. Cases of splenic anemia oper- 
ated upon by him have exhibited a great varicty of 
splenic lesions. In acholuric jaundice the disease is 
characterized by fragility of the red blood cells 
which persisted after splenectomy. 

Joun W. Nuzvum, M.D. 


Mayo, W. J.: The Surgical Treatment of Hepatic 
Cirrhoses. Ann. Surg., 1924, 1xxx, 419. 


The liver is peculiar in that all of its cells are 
alike; consequently its diseases are of a simple pat- 
tern as contrasted with those of organs with highly 
differentiated cells which introduce varied architec- 
tural possibilities. The star-shaped cell of Kupffer 
is not a true liver cell, but probably an endothelial 
cell of phagocytic type developed in the liver tissue 
spaces with specialized functions of a problematic 
nature. 

When the liver is overwhelmed by an acute de- 
structive poison, bacteriai or chemical, its cells 
undergo acute fatty degeneration, regardless of the 
nature of the toxic substance which produces it, and 
in forty-eight hours the greater part may be con- 
verted into fat. When the toxic invasion is chronic, 
connective tissue is developed instead of fatty de- 
generation. The type of cirrhosis is determined by 
the route by which the toxic substances enter the 
liver. If the latter enter by way of the portal 
circulation, portal cirrhosis results, while if they 
enter through the bile channels, the result is biliary 
cirrhosis. 

In portal cirrhosis, the most common type of 
cirrhosis, failure to eliminate or detoxicate toxic 
substances carried to the liver by the portal system 
leads to diffuse deposits of connective tissue around 
the portal vessels which interfere with the hepatic 
circulation. Ascites, hemorrhage from the mucous 
surfaces, especially from the stomach, and other 
evidences of portal circulatory obstruction are the 
end-results of the vascular interference. 
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The surgical treatment of portal cirrhosis by the 
Talma-Morison operation has given some good re- 
sults. Of forty-seven patients operated on in the 
Mayo Clinic, seven died in the hospital and twenty- 
one were alive when last heard from. Of the latter, 
one was alive and well more than nine years after 
the operation, one eight years, one more than seven, 
and one more than five years. 

It is a fascinating theory that in cases of splenic 
anemia the spleen, which belongs to the reticulo- 
endothelial system, is enlarged primarily and the 
liver is contracted secondarily, suggesting that the 
toxic substances are carried to the liver from the 
spleen, a splenic type of portal cirrhosis. This theory 
argues also that in the common type of portal 
cirrhosis of the liver, the liver is contracted pri- 
marily and the spleen enlarged secondarily. In other 
words, the toxic substances are carried to the liver, 
not through the splenic portion of the portal vein, 
but through the gastro-intestinal portion of the 
portal vein, a true gastro-intestinal type of portal 
cirrhosis. This is borne out by the fact that the 
enlargement of the spleen which occurs with the 
gastro-intestinal type of portal cirrhosis is not nearly 
so great as that occurring with the splenic anemia 
type and secondary portal cirrhosis. 

Forty-two of the ninety-seven patients splenec- 
tomized for splenic anemia in the Clinic had more 
or less portal cirrhosis. Four died in the hospital; 
twenty-one are alive, two more than nine years, 
three more than seven years, and four more than 
five years, since the operation. The results from 
splenectomy were therefore extremely good and, 
contrasted with those from splenectomy in the 
gastro-intestinal type of cirrhosis of the liver, were 
remarkable, a fact which again argues for an entirely 
different interrelationship between the spleen and 
the liver in these two conditions. 

In ten cases of splenectomy for advanced gastro- 
intestinal portal cirrhosis (with three deaths in the 
hospital) the results on the whole were disappointing; 
while the spleen was only moderately enlarged, it 
showed generalized thrombophlebitis and atrophy 
of the pulp cells comparable with that found in the 
spleen in cases of splenic anemia and, considering 
the difference in the anatomical structure of the 
spleen, comparable with the cirrhotic process found 
in the liver. In nine other cases splenectomy was 
combined with a Talma-Morison operation. Two 
of the patients died in the hospital. These were 
poor surgical risks and were operated on in the ter- 
minal states. The results are none too encouraging 
as contrasted with the brilliant results following 
splenectomy for splenic anemia with secondary 
portal cirrhosis. 

_As Adami has pointed out, the usual cause of 
dilatation of the fine biliary ducts developing biliary 
cirrhosis is stone in the common duct or obstruction 
in the head of the pancreas. The slowing of the 
circulation of the bile invites infections in and around 
the small biliary channels, and the resultant intro- 
duction of connective tissue around the minute bile 


ducts produces obstructions in the liver which lead 
to early and continuous jaundice. The spleen is not 
greatly enlarged in this type of biliary cirrhosis. 
The biliary tract should be cleared of obstructions 
such as gall stones, and free drainage of bile should 
be established; the results are usually good. Splenec- 
tomy is unnecessary. 

Another type of biliary cirrhosis is that in which 
there is no demonstrable infection or obstruction in 
the biliary ducts. The liver is enlarged and con- 
gested but firmer in consistency than in obstructive 
biliary cirrhosis. All of the biliary ducts are greatly 
thickened, and chronic jaundice is present. ‘The 
spleen is enlarged to a much greater extent than in 
the obstructive type. In this latter type of biliary 
cirrhosis, splenectomy appears to have value. These 
facts lead to the tentative conclusion that there is 
a direct relation between the spleen and certain 
types of portal and biliary cirrhosis. 

Because of the varying morphology of the liver 
in cirrhosis, there has been a tendency among 
pathologists to describe each picture as a different 
type of cirrhosis, just as one might describe each 
pattern of wall paper or carpet as a different paper 
or carpet. 

What has been called “hepatic shock” is some- 
times noted after comparatively slight operations 
on patients with very advanced decompensation of 
the liver, and in cases of portal and biliary cirrhosis 
the diagnosis will often be delayed or operation will 
not be considered until the function of the liver is 
reduced to a point at which recovery is doubtful. 

In collaboration, Rowntree on the medical serv- 
ice, Walters on the surgical service, and Greene on 
the laboratory service of the Clinic, have developed 
interesting and valuable facts from tests of liver 
function which demonstrate that when the function 
of the liver is reduced to below 25 per cent, any 
serious operation will probably end fatally. 


Halpert, B.: New Methods of Studying the Gall 
Bladder (Neue Wege in der Gallenblasenforschung). 
Med. Klin., 1924, xx, 408. 


On the basis of numerous clinical and anatomical 
investigations the author comes to the conclusion 
that the cystic duct should be considered only as an 
afferent duct to the gall bladder. The arrangement 
of Heister’s valves is such that they favor the access 
of bile to the gall bladder and prevent or hinder its 
reflux by the same route. 

The efferent passages are normally the lymphatics 
and blood vessels. The healthy mucosa of the gall 
bladder is believed to resorb the normal secretion 
of the liver completely. In the gall bladder the bile 
becomes thickened, as has been assumed heretofore, 
and the substances in solution are resorbed. It is 
the function of the mucosa of the gall bladder to 
preserve the valuable secretion of the liver for the 
bodily economy during the intervals of digestion. It 
breaks down the bile into its elements and, conduct- 
ing them by way of its lymphatics and blood ves- 
sels, places them again at the disposal of the body. 
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If, for any reason, resorption does not take place, 
stasis of the bile results, at first in the gall bladder 
and later also in the bile ducts. In the author’s 
opinion, ‘‘functional” stasis of bile, as opposed to 
““mechanical”’ stasis due to obstruction on the way 
to the duodenum, is produced by disproportion be- 
tween the resorption power of the mucosa of the 
gall bladder and the amount of bile brought to it. 
Functional stasis may be due to dysfunction o1 the 
liver (abnormal constitution and amount of bile), 
dysfunction of the mucosa of the gall bladder (a de- 
crease in its power of resorption), or both. 

After removal of the gall bladder the bile either 
flows continuously because of incontinence of the 
sphincter of Oddi or it collects in the bile ducts and 
the papilla opens periodically. The bile flows into 
the intestine also in the intervals of digestion and 
the intestinal mucosa becomes able to use it alse 
during this time. The loss of the function of the 
gall bladder is overcome by accommodation of the 
bile ducts, the sphincter of Oddi, and the intestinal 
mucosa. Tromp (Z). 


Nichols, B. N.: The Application of the X-Rays in 
the Diagnosis of Gall-Bladder Diseases. Surg. 
Clin. N. Am., 1924, iv, 921. 


The direct X-ray evidence of gall-bladder disease 
consists in the visualization of the gall bladder or of 
stones. Any visualized gall bladder is pathologic. 
The author was able to show gall stones in the film 
in 67 per cent of the cases in which they were found 
subsequently. A comparison of the size of the shad- 
ows on films taken in the anteroposterior and the 
postero-anterior positions was found most useful in 
distinguishing between gall stones and renal calculi. 
Sometimes a definite diagnosis is impossible without 
a pyelogram. The causes of error include also 
barium-filled diverticula, enteroliths, foreign bodies, 
and calcified glands. 

The indirect signs are duodenal deformities due 
to pressure, adhesions, or spasm, concave filling 
defects in the stomach due to pressure oi ihe gall 
bladder, adhesions at the pylorus, and gastrospasm. 

The roentgenologist can be of further aid to the 
clinician by eliminating disease of the right kidney 
in cases of suspected gall-bladder disease. Statistics 
at the Cleveland Clinic showed that 30 per cent of 
all cases of hydronephrosis of the right kidney had 
been at some time operated upon for appendicitis 
or gall-bladder disease. 

Nichols believes that by the methods described, 
together with a consideration of the clinical history, 
it correct diagnosis of diseases of the gall bladder 
can be made in the great majority of cases. 

Cuar_tes H. Heacock, M.D. 


Boit, H., Rauch, H., and Stegemann, H.: The De- 
velopment of Cholangeitis and Cholecystitis 
(Ueber die Entstehung der Cholangitis und Chole- 
cystitis). Beitr. s. klin. Chir., 1924, cxxxi, 420. 


Infection may ascend from the duodenum through 
the common duct and cystic duct into the gall 


bladder and through the hepatic duct into the bil. 
iary capillaries, and may descend through the blood 
stream by way of the hepatic artery and the portal 
vein. Of the descending routes, that by way of the 
capillaries of the hepatic and portal veins through 
the liver cells in the radicals of the biliary ducts 
seems to be the most important. 

Normally, there are no bacteria in the biliary 
tract. If the lumen of the lower portion of the 
common duct is patent, an ascending infection js 
prevented by the continuous flow of bile, but ji 
there is any obstruction to the flow higher in the 
common duct, at the neck of the gall bladder, or jy 
the cystic duct, infection of the biliary tract an 
of the gall bladder is more apt to result by the 
descending than by the ascending route. 

Descending infection of the biliary passages may 
occur by way of the greater circulation from 4 
primary focus of inflammation. Conditions of im- 
portance in this respect are osteomyelitis, influenza, 
furuncle, carbuncle, puerperal fever, and appenii- 
citis. The portal of entry for hemolytic streptococci 
is often the tonsil. Typhoid and paratyphoid in- 
fection enter the biliary tract by way of the blood 
stream, but it is noted that in typhoid and para- 
typhoid epidemics the symptoms of inflammation 
caused by the presence of bacilli in the gall bladder 
are relatively rare. The presence of bacteria in the 
biliary tract is by no means indicative of inflamma- 
tory disease of the gall-bladder wall. 

As stones in the gall bladder favor the occurrence 
of inflammation, cholecystectomy is advisable in 
every proved case of cholelithiasis, provided there 
is no contra-indication to the operation. 

In animal experiments carried out under all pos- 
sible conditions the authors found that the endo- 
thelial cells of the liver capillaries form a protecting 
wall against infection. This wall may be rendered 
permeable by severe injuries of the liver but may 
be strengthened by immunization. In a healthy, 
normally functioning gall bladder bacteria are able 
to produce inflammation only when they are very 
virulent and when they are present in very large 
numbers. With the aid of the secreted toxins they 
may cause necrosis of the epithelium of the gall 
bladder and involve the gall-bladder wall itseli 
(cholecystitis without stones). 

It is well known that gall-stone colics occur fre- 
quently during pregnancy. If such an attack runs 
a short course and is not associated with fever the 
cause is often a kinking of the cystic duct due to 
the pressure of the enlarged uterus, but if it is febrile 
and lasts for a long time, the presence of bacterial 
infection may be assumed. During pregnancy, i0- 
fection of the biliary and hepatic ducts is favored 
by toxins circulating in the blood which injure not 
only the liver cells but also the endothelial cells 0! 
the liver capillaries. When the bacteria have once 
reached the biliary passages they can produce or 
re-activate an infection of the gall bladder or the 
bile ducts if they are sufficiently virulent and pat- 
ticularly if latent gall stones are present. During 
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the first few days of the puerperium the possibility 
of infection is further increased by a decrease in 
bodily resistance due to the efforts of labor. 

: Bove (Z). 


Tietze, A., and Winkler, K.: Involvement of the 
Parenchyma of the Liver in Cholelithiasis (Die 
Beteiligung des Leberparenchyms an der Gallen- 
steinkrankheit). Arch. f. klin. Chir., 1924, CXXIX, I. 


In order to determine whether the parenchyma 
of the liver is involved in disease of the gall bladder 
and biliary passages the authors obtained sections 
of the liver in fifty operations on the biliary system. 
The sections were taken, not from the region of the 
gall bladder, but from a macroscopically unchanged 
area on the convex side of the liver. 

The interesting observations made showed that 
the parenchyma of the liver seldom remains un- 
affected; in the vast majority of cases it exhibits 
very characteristic changes which increase grad- 
ually with the severity of the clinical symptoms. 
In the mild cases the changes are limited to the 
interacinous liver substance and at first are local- 
ized in the branches of the hepatic duct but soon 
pass on to the adjacent connective tissue. This 
local limitation of ascending inflammations depends 
apparently upon the duration and the severity of 
the focal affection. If the latter is arrested by spon- 
taneous recovery or operation, a regression occurs 
also in the glandular lobules. In cases of recurrence, 
or of cholecystitis or extrahepatic cholangeitis of 
longer duration or greater severity, the injuries pass 
over to these lobules from the area of the islands. 
The greater the toxin and bacterial content of the 
secretion, the greater its viscidity, and the slower 
its rate of flow, the more extensive and severe does 
the lobular hepatitis become. 

The secondary processes show simple fatty de- 
generation, severe atrophy, and finally total necrosis, 
not only of individual islands but also of large areas. 
Sometimes the destruction of glandular tissue is very 
acute. If the decrease in the secretion of bile be- 
comes marked, the islands show not only the results 
of retention of bile, but also in their most severe 
form the results of ascending dilatation and infec- 
tion. As the result of long-continued pericholangei- 
tis there result changes which may be designated 
as preliminary stages of biliary induration of the 
liver. In the early stages these productive changes 
in the liver are limited to a few lobules. In ad- 
vanced cases there is progressive atrophy of the 
islands with an increase of the fibrous tissue. 

_ From these findings it is evident that, by recur- 
ring frequently, even slight inflammatory processes 
may have a marked affect on the organism and that 
in cholecystitis and cholelithiasis early operation is 
indicated. NorRDMANN (Z). 


Leitch, A.: Gall Stones and Cancer of the Gall 
Bladder. Brit. M. J., 1924, ii, 451. 


Experimental cancer has been produced by cer- 
tain exogenous substances such as coal tar, pitch, 


and arsenic. Gall stones are endogenous substances 
which may be looked upon as etiological factors 
in carcinoma of the gall bladder in man. Statistics 
indicate that more than 1o per cent of adults have 
gall stones; that 5 per cent of persons with gall 
stones develop cancer of the gall bladder; and that 
gall stones are present in practically all cases of 
gall-bladder cancer. As there is no experimental 
proof that purely mechanical irritation is capable of 
causing tumors, the chemical composition of gall 
stones must be taken into consideration. 

The author attempted to produce experimental 
cancer of the gall bladder in the guinea pig, an 
animal apparently immune to all forms of tumor. 
Into the gall bladders of a number of animals he 
introduced human gall stones, while in those of 
others he placed small, smooth pebbles, in those of 
a third group pilules of pitch, and in those of a 
fourth group melted lanoline. Careful necropsy 
studies were made of the gall bladder and adjacent 
organs. Some of the animals did not survive long 
enough for the development of definite changes. 
Others are still alive and will be examined later. 

The solid foreign bodies—gall stones, pebbles, and 
pitch—gave similar results. At first there was des- 
quamation of the lining epithelium followed by 
regeneration from the epithelium of the gland tu- 
bules. The tubules proliferated and penetrated the 
wall but they always showed a single layer of lining 
epithelium. It was difficult to tell what was merely 
proliferation of tubules and what was cancer. The 
author believes that when the tubules invade neigh- 
boring organs such as the liver the process is car- 
cinomatous. In eight instances tumors of this 
invasive type were produced. In man, carcinoma 
of the gall bladder spreads by invading contiguous 
structures and not by distant metastasis. 

The article is illustrated by twenty-four photo- 
graphs of specimens. VERNE G. BurpEN, M.D. 


Stanton, E. M.: A Study of the End-Results of 100 
Gall-Stone Cases Treated by Cholecystostomy. 
Internat. J. Med. & Surg., 1924, xxxvii, 387. 


This article deals solely with the results of 100 
cholecystostomies, and makes no attempt to bring 
up the old question of cholecystectomy versus 
cholecystostomy. The author favors the former 
procedure in the majority of cases, but does not 
hesitate to do a cholecystostomy if it is warranted. 

The statistics are made up on the time-base 
method of compilation. This method and its ad- 
vantages over the space-base method are described. 

There were two deaths attributable to the opera- 
tion, making a mortality of 2 per cent. Ten deaths 
from other causes raised the mortality for the group 
a little above the average for a similar group with- 
out gall-tract disease. . 

Common-duct stones were found in 13 per cent 
of the cases, including some in which there had been 
no jaundice. In two cases in which common-duct 
stricture developed the treatment was greatly facili- 
tated by the presence of the gall bladder. 
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There were three cases of recurrence of stone in 
the gall bladder. Four cases were re-operated upon 
because stones in the cystic duct were overlooked 
when the first operation was performed, at which 
time the cases were poor risks. In one case a stone 
recurred in the common duct. In another a second- 
ary cholecystectomy was done without giving mate- 
rial benefit. In two instances recurrent symptoms 
were due apparently to adhesions involving the gall 
bladder. 

Stanton was unable to find any case in the series 
in which the retained gall bladder acted as a source 
of focal infection. He believes that the gall bladder 
may recover from inflammation as well as any other 
organ, even when it is thick-walled and contains 
pus. In three of four cases in which the gall bladder 
was thick-walled and contracted a satisfactory re- 
sult was obtained; in the fourth the patient’s mental 
condition precluded an accurate estimate of the 
outcome. In twenty-six cases of acute empyema in 
which all of the stones were removed at the primary 
operation, the end-results were as good as in other 
groups. 

From this series of cases the author concludes 
that the incidence of recurrence of gall stones is 
slightly less than 1 per cent a year. 

Oscar S. Proctor, M.D. 


DuBose, F. G.: Cholecystogastrostomy and Chole- 
cystoduodenostomy. Surg., Gynec. & Obst., 1924, 
XXXiX, 295. 

The end-results of gall-bladder surgery are unsatis- 
factory. Repeated operations for recurrence are a 
reflection on surgical efficiency. The dispute as to the 
operation of choice is unsettled. The percentage of 
cures is too low. 

DuBose reports his experience with cholecysten- 
terostomy covering a period of eleven years and 
including twenty-one cases. 

The operative technique described was efficient 
in all of the cases, and in none was there leakage or 
failure due to technical error. 

A rubber tube, No. 16 or 18 French scale, was 
inserted into the fundus of the gall bladder and held 
by a catgut pursestring suture passed through it 
and through all of the coats of the gall bladder. 
The first suture was also a hemostatic suture. A 
second running Lembert circular suture invaginated 
the first suture line. The gall bladder was then at- 
tached to either the stomach or the duodenum by 
a linen or Pagenstecher thread. For obvious reasons 
care was exercised to avoid traction on the duo- 
denum or stomach at the point of approximation. 
When cholecystogastrostomy was out of the ques- 
tion because of the relative position of the stomach 
and gall bladder a cholecystoduodenostomy was 
done as the operation of necessity rather than that 
of choice. 

As soon as the gall bladder and stomach or duo- 
denum had been well approximated a second suture 
of catgut was similarly placed and the ends were 
left long. Three sutures were introduced into the 


stomach or duodenum in such a way as to make a 
triangle, the center of which was the proposed open- 
ing into the stomach or duodenum. With these held 
taut by slight traction on the tube in the gall 
bladder, an incision was made through the serous 
and muscular coats down to the mucous membrane. 
The mucosa was caught up and held between two 
forceps and opened, the clamped end of the rubber 
tube was inserted, and a circular pursestring intro- 
duced into the mucosa was drawn tight and tied. 
This was a hemostatic as well as a fixation suture. 
A second pursestring suture of catgut was placed 
through the serous and muscular coats, invaginating 
them over the tube, and was tied. The ends were 
then tied to the second gall-bladder pursestring, the 
ends of which were left uncut. The peritoneal coats 
of the stomach and gall bladder were then closely 
approximated by continuing and completing the 
catgut suture uniting the gall bladder to the stom- 


ach, and the original linen suture was also com- 
pleted, the gall bladder and stomach being approxi- 
mated securely. This constituted the fourth tier of 
sutures around each stoma, the second tier uniting 
the stomach to the gall bladder. An omental graft 


was then placed entirely around the suture line for 
complete protection. The important points in the 
technique are shown in five illustrations. 

Judging from the end-results of several hundred 
cases of his own and of many other surgeons, DuBose 
believes that gall-bladder surgery, even in the hands 
of the masters in this field, is the least satisfactory 
of all surgery except that of the brain. 

In the twenty-one cases reviewed there were six 
cholecystoduodenostomies and fifteen cholecysto- 
gastrostomies. The one death in the series resulted 
from the rupture of an unrecognized aneurism of 
the aorta. Cart R. Steinke, M.D. 


Cohn, M.: Transduodenal Drainage of the Hepatic 
Duct as a Circumventing Operation in Certain 
Forms of Obstruction of the Common Bile 
Duct (Die transduodenale Hepaticusdrainage als 
Umgehungsoperation bei gewissen Formen des 
Choledochusverschlusses). Zentralbl. f. Chir., 1924, 
li, 502. 


The transduodenal drainage of the hepatic «uct 
first recommended by Kuettner was a modification 
of the recently greatly praised choledochoduodenos- 
tomy which is adapted especially to cases of cica- 
tricial stenosis of the entire common duct in which 
the establishment of a broad communication be- 
tween the hepatic duct and the duodenum is in- 
dicated. 

The technique is fairly simple. A stout catheter 
(20 to 24 F.) having been introduced into the 
hepatic duct, the duodenum is brought to its open- 
ing and there incised so that the catheter can be 
made to enter the intestine easily. At a point be- 
tween 214 and 3 cm. further on the duodenum is 
again opened so that the catheter may be led out. 
At the site where the catheter lies in the intestine 
a fairly large opening is made for the easy escape 
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of the bile in the intestine. The bile is often very 
viscid. The opening in the hepatic duct and the 
first duodenal opening are sutured over the catheter. 
Over the projecting portion of the catheter a few 
rufling sutures are made in the duodenal serosa to 
make an oblique fistula. 

In a case reported cholecystectomy and drain- 
age of the hepatic duct were done for obstruction of 
the cystic duct. The entrance of the bile into the 


duodenum was prevented by a hard cicatricial ulcer - 


and inflammatory enlargement of two lymph nodes 
near the papilla. After five weeks there was cessa- 
tion of the flow of bile followed by icterus, chills, 
and pain. At the end of six weeks another lapa- 
rotomy was necessary. The hepatoduodenal liga- 
ment was found thickened and infiltrated by a 
glassy gelatinous substance. The common bile duct 
could not be found. The hepatic duct was as thick 
as the little finger. Transduodenal drainage of the 
hepatic duct was done distally from the ulcer. 
Nearly all of the bile emptied into the intestine 
immediately. The drain in the hepatic duct was 
removed on the twelfth day and the duodenal open- 
ing closed a few days later. The patient is now free 
from symptoms. 

In secondary operations only the search for the 
biliary tract is difficult. In the method described the 
anastomosis may be made in any part of the biliary 
duct system. Especially when it is necessary to go 
high up on the hepatic duct, the anastomotic suture 
made when the catheter is in place is simpler than 
the Sasse-Goepel circular suture and is preferable 
when the latter is difficult or not sufficiently secure. 
The procedure is suitable also for the treatment of 
postoperative biliary fistula. In the case reported 
there were no symptoms from adhesions. 

TOELKEN (Z). 


Savariaud, Robineau, Alglave, Lapointe, and Gré- 
goire: Transvaterian Drainage of the Common 
Duct (Drainage transvatérien du _ cholédoque). 
Bull. et mém. Soc. nat. de chir., 1924, 1, 812. 

In discussing a recent proposal by Duval to 
abandon external biliary drainage in choledochot- 
omy Savariaud stated that under favorable cir- 
cumstances this is justifiable. There are three meth- 
ods: (1) ideal choledochotomy, after dilatation of 
the papilla, without either external or internal drain- 
age; (2) ideal choledochotomy combined with in- 
ternal (duodenal or transvaterian) drainage; and 
(3) lateral choledochoduodenostomy or anastomosis 
of the lateral incision in the common duct to an 
incision in the duodenum. 

Although Duval condemns the first method, other 
surgeons have reported many successful results from 
it. The third method Duval regards as difficult; 
one of his patients subjected to it died of hepatic 
insufficiency. In the presence of a strictured com- 
mon duct, transvaterian duodenal biliary drainage 
as proposed by Duval appears logical. In cases with 
thick bile and especially those with calculi in the 
intrahepatic ducts, in which Savariaud believes a 


drain nearly blocking the canal would be more 
troublesome than useful, he is inclined to try com- 
plete suture of the common duct without drainage 
after dilatation of the papilla. 

Robineau remarked that the classical external 
drainage requires subhepatic tamponade and this 
has not decreased the mortality in very serious 
cases. When the bile is infected the patient dies of 
septicemia or toxemia. Robineau has used sub- 
heptatic drainage after choledochotomy only very 
exceptionally. 

Alglave has abandoned internal biliary drainage 
in favor of simple contact drainage. The latter he 
obtains by introducing a medium-sized rubber drain 
into the breach made in the duct and placing about 
it two or three strips of gauze which he brings out 
under the false ribs. This allows a certain quantity 
of bile to pass into the duodenum and the quantity 
escaping externally gradually decreases. By remov- 
ing the gauze strips one at a time hemorrhage is 
avoided. 

Lapointe remarked that Kehr’s idea in instituting 
subhepatic drainage was not to prevent hemorrhage 
or peritonitis but rather to keep the region open for 
exploration in case calculi were left behind. 

Grégoire said that Duval’s operation is indicated 
in certain cases of neoplasm of the head of the pan- 
creas in which the symptoms resemble those of 
calculus of the bile ducts. W. A. BRENNAN. 


Lupi, A.: Reconstruction of the Principal Bile 
Route (Su la ricostruzione della via biliare princi- 
pale). Ann. ital. di chir., 1924, iii, 695. 

The author’s patient was a woman 57 years of 
age who was subjected to cholecystectomy and then 
remained well for two years except for the develop- 
ment of a postoperative hernia in the site of the 
scar. In the third year the attacks of biliary colic 
recurred and the patient returned to the hospital. 

A second laparotomy revealed, corresponding to 
the margin of the small omentum, a tract of a large 
bile duct 4 or 5 cm. long with a diameter of about 
114 cm. It was impossible to determine the part of 
the biliary system to which this tract belonged or 
to find exactly where the obstruction to the passage 
of the bile was situated. A search was made for the 
first loop of the jejunum and a communication 
established between it and the large bile duct by a 
laterolateral anastomosis with a catgut suture in- 
cluding the entire wall of the intestine and the duct. 
Immediately after the operation the icterus disap- 
peared and the stools became normally colored. 
The patient has had no further biliary trouble since 
she left the hospital fifteen months ago. 

Lupi points out that recurrences of biliary colic 
after cholecystectomy are not rare. In the case 
reported the long symptomless postoperative period 
excluded any suspicion that one of the principal 
bile ducts had been involved during the operation. 

Although it has been reported that neoformation 
of the gall bladder is possible after a cholecystec- 
tomy, the author believes that in his own case the 
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large duct found was not a rudimentary new gall 
bladder, but either the hepatic duct or one of its 
principal branches. Calculi may have been pres- 
ent in the ducts or some other part of the biliary 
system at the time of the first operation or new 
calculi may have been formed. 

With regard to his operative technique the author 
states than an anastomosis between the bile duct 
and the gastro-intestinal tract, which is done rarely, 
is usually effected by an end-to-side implantation. 
In the few cases in which a side-to-side anastomosis 
was done it was effected with the duodenum or 
stomach. In the literature are reported two cases 
in which the jejunum was selected—the trans- 
mesocolic route being used as in the author’s case— 
but in both the stoma was made with an end-to- 
side implantation. As far as the author is aware, 
his own case is the first reported in which a bile 
duct was united to the jejunum by the retrocolic 
route with a side-to-side anastomosis. The opera- 
tion was greatly favored by the marked dilatation 
of one of the principal bile ducts. 

In conclusion Lupi discusses the various indica- 
tions for reconducting the biliary juices into the 
gastro-intestinal tract and the relative value of the 
various reconstructive operations. 

W. A. BRENNAN. 


Vogel, R.: Acute Pancreatitis (Erfahrungen ueber 
Pankreatitis acuta). Deutsche Ztschr. f. Chir., 1924, 
cIxXxxv, 71. 

Vogel reports fifty-five cases of pancreatic fat 
necrosis. Most of them occurred in 1913. During 
the war the number of cases decreased (there were 
practically none in 1918 and 1919), but since 1920 
they have gradually increased. Undoubtedly the state 
of nutrition plays an important réle in the etiology. 
Thirty-six of Vogel’s patients were fat. Thirty of 
them were men. The ages ranged from 4o to 65 
vears. The youngest patients were 13 and 17 years 
of age. The oldest patient was a man of 78 years. 

Transverse resistance in the epigastrium was not 
determinable. The author discusses the differeniial 
diagnosis between this condition and_ perforated 
gastric ulcer, paralytic ileus, and peritonitis due to 
perforation. In 62 per cent of the cases there were 
gall-bladder complications. Sixteen of the patients 
were jaundiced when they entered the hospital, and 
in almost every instance there was sensitiveness to 
pressure over the gall-bladder region. 

The close relationship between pancreatitis and 
cholecystitis was shown by anatomical studies. In 
two cases a stone was found held fast in the papilla, 
and in five the choledochus and the pancreatic duct 
had a common point of emptying. In four of the 
latter a stone was found in the hepatic duct. In 
three cases there was a history of alcoholism. Three 
of the women had borne a child shortly before the 
onset of the pancreatitis. In early cases necrosis 
was absent, there being only e2dema and hyperemia 
of the gland. Five case histories cited show that in 
acute pancreatitis pseudo-cysts may occur through 


encapsulation, this representing a form of spon- 
taneous healing. 

In general, the chance of effecting a cure by sur. 
gery is better the earlier operation is performed, 
The total mortality of surgically treated cases in the 
series reviewed was 59 per cent. Opening of the 
omental bursa and splitting of the capsule of the 
pancreas are of importance. In seven cases in which 
a cholecystectomy was done in addition there were 
three deaths. When the general condition is poor, 
drainage of the gall bladder should be done as a 
preliminary measure. In four of the author’s cases 
diabetes developed. NorDMANN (7), 


Scheyer, K.: Localizing Abscess of the Spleen 
(Ueber sequestrierenden Milzabscess). Beitr. :, 
klin. Chir., 1924, CXxxi, 225. 

Localizing abscess of the spleen was first described 
by Kuettner, in 1907. Up to the present time tifty 
cases have been reported. 

Scheyer reports the case of a man who was in- 
jured in the left side by the shaft of a wagon and 
subsequently developed the symptoms of pneu- 
monia of the lower lobe of the left lung. Later a 
subphrenic abscess formed. At operation degener- 
ated splenic tissue was found in the abscess cavity 
in addition to a large quantity of foul pus. After 
several months the patient became suddenly acutely 
ill and died. At autopsy perforation of the abscess 
into the stomach and gangrene of the lower lobe of 
the left lung were found. It is probable that the 
perforation occurred only just before death, and 
that the splenic abscess developed as the result of 
secondary suppuration following the contusion of 
the spleen. 

Trauma is a frequent cause of localizing abscess 
of the spleen. The majority of such abscesses follow 
infarction of the spleen. Splenic infarction is more 
often of an embolic than a thrombotic character. 
The embolus may be small enough to pass through 
the pulmonary circulation. 

The author reviews all of the recent cases and 
discusses abscess of the spleen following septic dis- 
eases and typhoid fever. Localizing abscesses of the 
spleen seem especially apt to occur when an injury 
of the spleen is superimposed on a typhoid infection. 
Abscess of the spleen has followed also relapsing 
fever, dysentery, influenza, and torsion of the pedicle 
of a floating spleen. Localizing abscess of the spleen 
due to the spread of infection of neighboring tissues 
is much less common. Cases have been reported 
in which it occurred after perforation of the large 
intestine into the spleen, as the result of involve 
ment of the spleen by a subphrenic or a perinephritic 
abscess, and finally, as the result of the perforation 
of a gastric ulcer. In general it may be said that 
splenic hemorrhage and splenic infarcts are of deti- 
nite importance in the pathogenesis of localizing 
splenic abscess. The micro-organism responsible 
may be any of the common pus-producing organisms. 

The diagnosis of localizing abscess of the spleen 
is usually very difficult. In doubtful cases an cx- 
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ploratory puncture should be done. If pus is found 
an immediate operation 1s necessary. 

The most common complication is involvement 
of the pleura. Sometimes there is peritonitis due to 
perforation, and_ occasionally, as in the author’s 
case, perforation into the stomach. The prognosis is 
exceedingly grave, the mortality being 30.2 per cent. 

The operative procedure of choice is transpleural 
opening of the abscess after resection of the ribs or 
laparotomy with incision at the border of the ribs. 
Splenectomy is advisable only if the spleen is easily 
removable or there is total sequestration. 

ScuuBert (Z). 


MISCELLANEOUS 


Carter, L. J.: Pathology in the Right Upper Ab- 
domen; the Value of the X-Ray Signs as 
Checked by Operative Findings in 164 Cases. 
Radiology, 1924, iii, 189. 

‘This article is based upon a study of 164 consecu- 
tive laparotomies in which the right upper abdomen 
was explored. In twenty-six cases no disease was 
found in this region. The operation revealed ad- 
hesions and bands in 104 cases, chronic cholecystitis 
in eighty-four cases, duodenal ulcer in fourteen 
cases, cancer of the stomach in seven cases, pan- 
creatic disease in four cases, carcinoma of the gall 
bladder in one case, and multiple cysts of the liver 
in one case. 

Bands are defined as highly organized structures 
passing from one viscus to another and usually con- 
stricting or fixing the viscus. Their most common 
sites are the duodenum and the ileocecal regions. 
Adhesions, the result of injury of the peritoneal sur- 
faces, are encountered most commonly in the region 
of the gall bladder and the appendix. 

The X-ray findings in the same series of cases are 
reviewed. In four of the fourteen cases of duodenal 
ulcer, the typical deformity was obscured by ad- 
hesions. In the gall-bladder cases, the gall bladder 
was Visualized at first in 67 per cent, but a restudy 
of the films after operation brought this percentage 
up to 85. A visualized gall bladder is regarded as 
pathologic. Cholelithiasis was diagnosed prior to 
operation in 67 per cent of the cases. The restudy 
brought this up to 75 per cent. 

The indirect evidence of pathological changes in 
the gall bladder consists of tenderness in the gall- 
bladder region, deformity and displacements of the 
duodenum, spasticity of the pyloric portion of the 
stomach and the duodenum, concave deformities of 
the stomach or duodenum due to pressure by the 
distended gall bladder, and hyperperistalsis. The 
presence or absence of adhesions can be determined 
by variations in the grouping of these sign com- 
plexes. 

(i the 128 cases of chronic cholecystitis or bands 
and adhesions in the right upper quadrant, ninety- 
five (75 per cent) were associated with chronic 
appendicitis or ileocacal bands. 

Cuaries H. Heacock, M.D. 


Handfield-Jones, R. M.: Retroperitoneal Cysts: 
Their Pathology, Diagnosis, and Treatment. 
Brit. J. Surg., 1924, xii, 119. 

Strictly speaking, the term ‘retroperitoneal 
cyst” should be reserved for cysts lying in the 
retroperitoneal fatty tissues which have no apparent 
connection with any adult anatomical structure 
save by areolar tissue. Such cysts may be classified 
as follows: 


1. Pronephric 

- , .. | 2. Mesonephric 

A. Cysts of urogenital origin 3. Metanephric 
4. Muellerian 


B. Cysts of mesocolic origin 
C. Cysts arising in cell inclusions—teratomatous cysts 
I. Lymphatic cysts 
i. Traumatic cysts 
F. Parasitic cysts 
G. Cysts of developmental origin f 1. Kidney 
in fully formed organs | 2. Pancreas 


The author discusses the embryological processes 
involved in the development of the pronephros, the 
mesonephros, the metanephros, the wolffian duct, 
and the muellerian duct. Throughout its develop- 
ment the mesonephros lies in the retroperitoneum. 
There are fifty-seven tubules which should normally 
disappear. It is reasonable to suppose that in a 
certain number of cases one of these may remain as a 
vestigial structure If it does so it constitutes a 
possible origin of a retroperitoneal cyst. 

If Kampmeyer’s theory regarding the develop- 
ment of the metanephros is correct, it is obvious 
that large numbers of tubules are formed only to 
undergo cystic degeneration and death and that 
there is a considerable chance that such degenera- 
tive areas may remain instead of disappearing com- 
pletely. It seems probable that the origin of certain 
cystic diseases of the kidney must be sought much 
earlier in their developmental history than has been 
believed to date. Since Kampmeyer’s work, single 
large cysts of the kidney are much easier to explain 
than before. Some cases of retroperitoneal cysts 
are explained by anomalies in the development of 
the peritoneum of the posterior abdominal wall. I 
after the return of the intestine within the abdom- 
inal cavity, the two posterior layers of the perito- 
neum fail to disappear completely, small islands of 
peritoneum remaining may act as the anlage of a cyst. 

Cysts of urogenital origin when seen in situ appear 
bluish and are thin-walled and rather flabby. There 
are no visible vessels in their walls; they have no 
demonstrable pedicle and no connections with the 
surrounding structures. The majority of those 
reported occurred near the kidneys or behind the 
colon and near the head or tail of the pancreas. 
Cysts of mesocolic origin are found only in the area 
between the ascending and descending colon and 
below the transverse mesocolon. Mesocolic cysts 
lie anterior to the spermatic or ovarian vessels, 
while urogenital cysts are posterior to them. 
Teratomatous cysts, commonly called dermoid 
cysts, are found not infrequently in the retroperi- 
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toneal tissues. The region of the pancreas is favor- 
able for the formation of developmental cysts. In 
the author’s opinion no cyst should be called a 
pancreatic cyst unless it contains pancreatic tissues 
in its walls or its pedicle. Stantey J. Seecer, M.D. 


Just, E.: The In7ications an1 Contra-Indications 
for Exploratory Laparotomy (Die Indikationen 
und Kontraindikationen der Probelaparotomie). Mitt. 
a. d. Grenzgeb. d. Med. u. Chir., 1924, xxxvii, 526. 


The author presents the indications and contra- 
indications for exploratory laparotomy which are 
accepted at the von Eiselsberg clinic. 

In clinically evident cases of carcinoma of the 
stomach with ascites, cachexia, and palpable metas- 
tases, laparotomy is contra-indicated, but it should 
always be performed when, in a patient of advanced 
age, carcinoma is merely suspected. When death 
occurs as the result of operation in carefully selected 
cases it is usually due to a condition such as perito- 
nitis, pneumonia, etc. Sometimes, however, a pa- 
tient with only slight cachexia dies apparently as the 
result of the shock of operation alone. 

When carcinoma of the gall bladder is clinically 
established it is too late for operation. Laparotomy 
is indicated only when the history suggests chronic 
cholelithiasis. In contrast to the findings of Aschoff 
and Bachmeister, Just found a long history of 
cholelithiasis in eighteen cases of definite carcinoma 
of the gall bladder. 

It is too late for laparotomy also in clinically 
established carcinoma of the pancreas. An early 
diagnosis of carcinoma of the pancreas is still im- 
possible. In cases of extreme doubt, laparotomy 
should be done for tumor of the pancreas. 

In the case of the liver, processes such as chronic 
inflammation, cirrhosis, syphilis, primary tumors, 
sarcoma, and carcinoma give the indication for in- 
terference. Exploratory laparotomy appears to be 
particularly indicated in svphilis when other meth- 
ods of examination are futile. 


In carcinoma of the colon the results of explor- 
atory laparotomy are similar to those in inoperable 
carcinoma of the stomach. 

The prognosis is equally poor in cases of diffuse 
carcinosis of the peritoneum without any visible 
point of origin. 

In tuberculous peritonitis, whether it is of the 
exudative or adhesive type, the results of exploratory 
laparotomy are good. In the author’s fatal cases the 
immediate cause of death was the process in the 
lungs. 

The most unexplainable cases are those with 
clinically and roentgenologically demonstrable ulcer 
of the duodenum or stomach in which the findings of 
operation are negative. Subsequent examinations 
of such patients (eleven in all) were particularly in- 
teresting. In the case of one patient who had slight 
adhesions between the gall bladder and the duo- 
denum the symptoms recurred after four years, and 
after ten years an ulcer of the duodenum was again 
demonstrated roentgenologically. In a second pa- 
tient in whom a small area suggesting an ulcer was 
found, the pain persisted after the operation but 
was controlled by diet. Very insignificant cicatricial 
changes were found in two cases, adhesions in two 
cases, and ptosis in five. The author is inclined to 
the belief that in a number of these cases there was 
a nervous element. 

Just discusses also cases that show an acute ab- 
dominal syndrome following trauma, due partic- 
ularly to hemorrhage and peritonitis. At the von 
Eiselsberg clinic laparotomy is done in all cases of 
definite penetrating injuries of the abdominal cavity 
even when the symptoms of peritonitis are not fully 
developed. 

Special mention is made of peritoneal symptoms 
produced by traumatic and inflammatory processes 
in the lungs, mediastinum, and pleura. In cases of 
pulmonary complications the routine procedure at 
the von Eiselsberg clinic is expectant. 

Lorre (Z). 
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UTERUS 
Roentgen Examination of the Urinary 


Vogt, E.: 
. Bladder Following Fixation of the Uterus and 
in Cases of Total Prolapse (Roentgenunter- 
suchungen der Harnblase nach Profixation des 
Uterus und bei Totalprolaps). Fortschr. a. d.Geb. d. 
Roentgenstrahlen, 1924, xxxi, 691. 


The urinary bladder possesses a remarkable adapt- 
ability, not only under physiological conditions and 
during pregnancy, but also when its mobility is 
reduced artificially by ventral fixation of the uterus, 
cervicofixation and vaginofixation. While during 
pregnancy the displacement of the bladder is only 
temporary, in the operative conditions mentioned 
it is permanent. In cases of the latter type the 
author obtained exact X-ray information as to the 
position of the bladder by filling it with 200 c.cm. 
of a 3 per cent solution of sodium bromide. Since 
the bladder is unable to rise into the abdomen, it 
spreads out on both sides, and chiefly, as in preg- 
nancy, to the right side. The tendency to biparti- 
tion is most pronounced in cases of vaginofixation. 

In cases of complete prolapse Vogt determined 
the position of the bladder by means of roentgeno- 
grams made with the patient in the recumbent and 
the standing positions. In the standing position the 
shape is that of a dumb-bell, while in the recumbent 
position it is that of a balloon. WILLE (G). 


Novak, E., and Te Linde, R. W.: The Endometrium 
of the Menstruating Uterus. J. Am. M. Ass., 
1924, Ixxxili, goo. 


The authors studied twelve uteri removed during 
some phase of menstruation, and a number removed 
immediately before or just after a period. An at- 
tempt was made to determine whether or not all 
or a part of the uterine mucosa is cast off during 
the menstrual period. On the first day the surface 
of the mucosa may be intact, but more commonly 
it shows beginning loss of tissue. By the second 
day, all of the compacta and most of the spongiosa 
is gone. On the third day regeneration changes are 
usually evident and may be very marked. 

The desquamation of mucosa is preceded by ex- 
tensive infiltration with polymorphonuclear leuco- 
cytes and lymphocytes. This infiltration is marked 
for a short time before the actual clinical onset of 
menstruation. The casting off of the mucosa does 
not usually occur as an extensive shedding in large 
masses. It is a sort of crumbling, molecular process, 
granular degenerated mucosa being cast off in small 
strips and bits until only the basalis and perhaps a 
lew spongiosal remnants are left. The desquamated 
endometrial portions may be recovered from the 
menstrual discharge. 
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Regeneration is remarkably rapid, especially the 
epithelization of the surface. The source of the new 
epithelium is chiefly the epithelium of the basal 
stumps of the uterine glands. Menstrual bleeding 
seems to take place by rhexis rather than by dia- 
pedesis. Harry W. Fink, M.D. 


Taylor, H. C., and Peightal, T. C.: End-Results of 
201 Cases of Carcinoma of the Cervix. Am. J. 
Obst. & Gynec., 1924, viii, 288. 

Advanced cases of carcinoma of the cervix treated 
with radium alone show much better results than 
were formerly obtained by any other non-operative 
palliative procedure or the use of the actual or 
Percy cautery. The growth in the cervix and vaginal 
walls can be controlled so that parametrial involve- 
ment can be held in abeyance for a Jong time— 
especially if the radium treatment is combined with 
external roentgen irradiation. Treatment with ra- 
dium is a safe procedure; there have been no deaths 
in the eighty-one cases irradiated by the authors in 
the last seven years. 

Of the authors’ patients subjected to hysterec- 
tomy in the early stages of the carcinoma, 34 per 
cent were free from recurrence three years or more 
after the operation, and 25 per cent for five years 
or more. Of those subjected to both hysterectomy 
and irradiation, 44 per cent were free from recur- 
rence for three years or longer, and 31 per cent for 
five years or longer. 

These results compare favorably with those re- 
ported by clinics in which radium is available in 
large amounts and irradiation alone is the method 
of treatment adopted. Therefore the authors con- 
clude that when radium can be used in only lim- 
ited amounts, such as 100 mgm. of the element, 
and the method of application must also be limited, 
hysterectomy plus irradiation is the method of choice 
in early cases. The safety of this treatment from 
the standpoint of postoperative mortality is em- 
phasized; none of the authors’ thirty-seven patients 
subjected to hysterectomy and irradiation have 
died as a result of the operation. 

As roentgen irradiation will be included in the 
treatment hereafter, the authors believe that their 
future end-results will show higher percentage of 
five-year cures. Epwarp L. Cornett, M.D. 


Lecéne, P., and D’Allaines, F.: Remote Results of 
Fundal Hysterectomy (Résultats éloignés de 
Vhystérectomie fundique). J. de chir., 1924, xxiii, 
628. 

On the basis of seventy-four cases the authors 
draw the following conclusions: 

In the cases of women under 40 years of age 
menstruation is preserved after fundal hysterectomy. 
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This operation is indicated always when an ovary 
or a part of an ovary may be conserved. The ovary 
should be left well supplied with blood vessels and 
in its normal position. 

Fundal fibroids which cannot be enucleated, 
chronic bilateral adnexitis, and, sometimes, extra- 
uterine pregnancy are indications for this conserva- 
tive operation. 

In cases with severe peritoneal lesions and par- 
ticularly in those with an inflammatory exudate 
around the tubes denoting pelvic suppuration the 
operation of choice is a total or supravaginal hys- 
terectomy. SALVATORE DI Pata, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Moulonguet-Doléris, P.: Metrorrhagia After the 
Menopause Caused by Tumors and Cysts of the 
Ovary (Les métrorragies aprés la ménopause causées 
par les tumeurs et les kystes de l’ovaire). Gynéc. et 
obst., 1924, ix, 493. 

Metrorrhagia caused by ovarian tumors has a 
good prognosis if the neoplasm is benign. The 
treatment is surgical removal of the tumor and 
hysterectomy. 

Besides hemorrhage there may be leucorrhoea and 
occasionally a mucous hyperplasia which may go 
on to a polypoid formation. The histological pic- 
ture of the mucous reaction differs somewhat from 
that of the hyperplasia of normal menstruation. 

It is believed that the reactivation of the uterus 
by an ovarian neoplasm occurs through the action 
of the nerve plexus around the ovary and in the 
broad ligament. 

Senile metrorrhagia of ovarian origin is not rare; 
fifty-two cases are cited. The author believes that 
of all causes capable of causing metrorrhagia after 
the menopause ovarian neoplasms are most im- 
portant. SALVATORE DI PALMA, M.D. 


EXTERNAL GENITALIA 


Kahn, A.: Vulvovaginitis of Infants: Classifica- 
tion of the Vulvovaginitis of Infants and the 
Basic Principles of Its Treatment (Ueber Vulvo- 
vaginitis infantum: Ein Beitrag zur Systematik der 
Vulvovaginitiden inf. und zu den Grundprinzipien 
bei der Therapie derselben). Arch. f. Gynack., 1924, 
CERI, 335. 

This article is based on 207 cases. The term 
‘vulvovaginitis of infants” is still being used for 
gonorrhoea in the child although this condition is 
almost never confined to the vulva and vagina alone 
and usually involves the urethra, the vulva, the 
vagina, and the rectum. The author proposes re- 
serving the term for cases of non-gonorrhceal in- 
volvement limited to the region of the vulva and 
vagina. For gonorrhcea in infants he suggests the 
term “‘gonorrhea puellarum.” 

As under certain conditions gonorrhoea causes 
symptoms in the internal genital organs, it belongs 
to the field of the gynecologist. An important form of 


vulvovaginitis is the ‘‘pseudogonococcic” or “ para- 
gonococcic”’ vulvovaginitis, which may be easily 
confused with true gonorrhoea. The differentiation 
is very difficult. Recently Tsoumaras claims to have 
found the excitant, the paragonococcus. This dis- 
ease remains confined to the vulva and vagina and 
frequently is endemic or epidemic. 

Kahn divides the various types of vulvovaginitis 
into two groups: (1) the simple or catarrhal form, 
and (2) the bacterial form. To the first group be- 
long the catarrhal inflammations, diseases produced 
by the exudative diathesis, and all of the processes 
attributable to mechanical, thermic, or chemical 
irritation. The second main group has two sub- 
divisions: (a) idiopathic bacterial vaginitis, and 
(b) contagious bacterial vulvovaginitis. 

The treatment must be directed to the cause. In 
bacterial vulvovaginitis the excitant of the infection 
must be destroyed and the resistance of the body 
increased. The treatment includes the insufflation 
of powders, the application of salves, or irrigations 
with silver albuminate preparations. In gonorrhceal 
vulvovaginitis an autogenous vaccine is of value. 
If this is not available, a polyvalent diplococcus 
vaccine may be used. The strengthening of the body 
must not be neglected. Depre (G). 


Randall, L. M.: Vaginoscopy in the Treatment of 
Gonorrheeal Infection of the Lower Genital 
Tract in Infants and Young Girls. Am. J. Obst. 
& Gynec., 1924, vili, 345. 

The diagnosis, treatment, and determination of 
cure of gonorrhoeal infection of the genital tract in 
the female child is an ever-present problem. The 
medication used and the technique of its application 
are varied. A review of the literature shows that it 
is not so much what is used that counts as the 
manner in which the treatment is carried out. In 
July, 1922, the gynecological clinic of the University 
of Iowa adopted mercurochrome-220 as a gonocide. 

At that time douches of 8 qts. of a 1:10,000 solu- 
tion of potassium permanganate at a tempcrature 
of 110 degrees F. were given twice a day under low 
pressure and continued for from ten to fifteen min- 
utes. In cases of acute vulvitis they were limited 
to the external genitalia, but in cases with vaginitis 
they were given internally as soon as the acute stage 
had subsided. In addition to the douches, local 
applications were made twice a day for a week. A 
wire speculum was inserted, the vagina dried by 
means of cotton pledgets, and a small pack soaked 
with the medicament inserted and left for six hours. 
The urethra, the anus, and the ducts of Bartholin’s 
glands were also treated with topical applications. 

The majority of the children responded to this 
treatment. The few who did not were examined in 
the hope of discovering an untreated or a poorly 
treated focus of infection. With the child in the 
knee-chest position and draped with a small cystos- 
copy sheet, the anal region, Bartholin’s glands and 
their ducts, and the urethra were carefully in- 
spected. Then, with a No. 26 Koch model urethro- 
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scope, the entire vaginal tract and the cervix were 
examined. Smears were taken from the urethra, 
the anal region, the vaginal mucous membrane, 
Bartholin’s ducts, and the cervical os. 

The local lesions were all confined to the upper 
third of the vaginal tract and cervix. Vaginal 
erosions were found four times and erosions of the 
vaginal portion of the cervix four times. The cervix 
was definitely patulous in three cases. Caruncular 
hypertrophy of the endocervix was found in two 
cases and a definite endocervical discharge in three. 

In the subsequent treatment of these cases the 
child was placed in the knee-chest position, a small 
speculum was introduced, the vagina ballooned out 
with air, the canal dried as thoroughly as possible 
with cotton pledgets, and, after the introduction of 
an endoscope, the secretion in the upper third of 
the vagina absorbed with cotton pledgets. A stream 
of warm air was then played over the entire tract, 
including the introitus, for from ten to fifteen min- 
utes until the epithelium presented a glazed appear- 
ance, mercurochrome was painted over the mucosa, 
and the child was put to bed in the Sims position 
for an hour. 

Vaginal, cervical, and endocervical lesions were 
treated twice a week with a 5 per cent solution of 
silver nitrate. This was supplemented twice a day 
by douches of 8 qts. of a 1:10,000 solution of potas- 
sium permanganate at 110 degrees F. given under 
low pressure for fifteen minutes. This régime was 
carried out six days a week. No treatment was 
given on Sunday. On Monday, films were made 
before treatment was resumed. When a negative 
film was obtained and there was definite clinical 
improvement, local applications were made three 
times a week. If the films continued negative and 
clinically good progress was noted for three weeks, 
the treatment was stopped entirely and the child 
kept under observation for ten days longer, films 
being made every other day. If she continued to 
improve she was dismissed for six weeks under the 
supervision of the Social Service Department and 
the care of the physician who referred the case, the 
parents being instructed to bring her back at the 
end of that time for two days of observation. If the 
films were again found negative on her return she 
was sent home with instructions to the parents to 
bring her back in eight weeks or before that if 
symptoms were noted. 

The average duration of treatment in the eleven 
cases reviewed was thirty-nine and _ three-tenths 
days; the longest sixty-three days and the shortest 
thirty-one days. Epwarp L. CorNELL, M.D. 


MISCELLANEOUS 


Cleland, F. A.: A Method of Treatment of Severe 
Types of Dysmenorrhoea, with a Report of the 
Results in 230 Cases. Am. J. Obst. & Gynec., 1924, 
Vill, 337. 

_Essential dysmenorrheea is always cured by child- 
birth. Women who have borne children do not 


suffer from it unless they have had a mild infection 
or some gross pathologic lesion. It is remark- 
able what various pathologic lesions may be present 
in parous women without causing dysmenorrhcea. 
In severe cases of essential dysmenorrheea it is de- 
sirable to change the nulliparous uterus into one 
resembling a parous uterus as far as possible. For 
this purpose dilatation of the cervix has long been 
recommended. The percentage of cures resulting 
from it has been variously estimated, but in the 
opinion of the majority of general practitioners and 
specialists the relief obtained is only temporary. 

Whatever the cause of essential dysmenorrhea, 
the site of the trouble is at the internal os, and by 
severance of this powerful, circular, fibromuscular 
ring and dilatation sufficiently prolonged to prevent 
recontraction nearly all cases can be cured or greatly 
relieved. In the first cases in which Cleland severed 
the internal os and did not maintain the dilatation 
the results were not much better than those of ordi- 
nary dilatation. He then adopted the principle of 
firmly packing the uterus and cervix with iodoform 
gauze and leaving the packing undisturbed until the 
eighth day. In some cases it is not necessary to cut 
the internal os as sufficient dilatation may be ob- 
tained without it, but usually after the use of a 
No. 1o or No. 11 Hegar dilator an unyielding band 
is found which is so firm and dense that further 
dilatation is impossible without the risk of tearing 
out the volsella with which the cervix is held. It is 
then simpler and safer to cut the internal os than to 
try to divulse it. 

The amount of incising which must be done 
varies slightly in different cases. With a blunt- 
pointed bistoury Cleland usually makes two lateral 
incisions about 1/16 to 1/12 in. deep, with care to cut 
only the internal os. Dilatation is then easily con- 
tinued to the use of a No. 14 or 15 dilator. To 
facilitate its removal on the eighth day the gauze is 
left long, lying in the vagina. The operation is often 
carried out under nitrous oxide and oxygen anes- 
thesia, but sometimes nitrous oxide and ether are 
required. Asepsis is imperative. 

Many of the author’s patients have since borne 
children, and in no case has there been any trouble 
due to the operation; in fact most of the labors 
have been reported as easy, the cervix dilating rap- 
idly without tearing. The author has been able to 
keep in touch with 175 patients. Of these, 138 have 
been completely cured or markedly relieved and 
twenty-nine have been partially relieved. The lat- 
ter, although still suffering some pain or discomfort, 
are able to ‘“‘carry on” with or without the use of 
the simple measures of medical relief and do not 
need to go to bed. In eight cases there has been 
no relief. In two, the author has performed the 
operation a second time. One of these was an early 
case in which the cutting of the internal os and the 
packing of the uterus were not done satisfactorily. 
The patient was permanently relieved by the second 
operation. In the second case, the patient was re- 
lieved by the first operation for only about eighteen 
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months. The second operation resulted in greater 
relief but not in a complete cure. The ages of the 
patients ranged from 15 to 42 years. Of those 
operated upon, 117 were unmarried. 

Epwarp L. Cornet, M.D. 


Gauss, C. J.: Can a Temporary Roentgen Amenor- 
rhoea Be Obtained Systematically? (Kann man 
planmaessig eine temporaere Roentgenamenorrhée 
erzielen?) Ztschr. f. Geburtsh. u. Gynaek., 1924, 
Ixxxvii, 453. 

The author reviewed 400 cases which were rayed 
under definite conditions and studied clinically. It 
was found that the failures decreased as the dosage 
was increased. An amenorrhcea of enduring charac- 
ter is attainable in young women only with a rela- 
tively high dosage. In older women it is produced 
by a lower dosage. Sensitiveness to the ray is 
greater in hemorrhagic metropathies than in cases 
of myoma; in the latter it diminishes as the size of 
the myoma increases. 

To determine the relationship between the dura- 
tion of temporary amenorrhoea and the various 
dosages, it was assumed that even in temporary 
amenorrhcea there is a relationship between the 
dosage and the patient’s age. A table was prepared 
by interpolating the assumed dosages for the dif- 
ferent ages and for the production of permanent and 
temporary amenorrhcea in various disease condi- 
tions and all rayings for the past one and one-half 
years have been conducted according to this table. 
No definite conclusions have been possible. The 
most important application of temporary roentgen 
amenorrhcea appears to be gonorrhoeal adnexitis. 
The fear of injury to the germ cells is unfounded. 

Rump (G). 


Watkins, T. J.: Radium for Non-Malignant 
Gynecological Diseases. Wisconsin M. J., 1924, 
xxiii, 123. 

The author reviews his experiences with radium 
in 1,050 cases and gives the indications, technique, 
and results obtained in leucorrhoea, uterine fibroids, 
and uterine hemorrhages. His conclusions are sum- 
marized as follows: 

Radium is a specific remedy for the hemorrhages 
of the menopause. 

Radium is the remedy of choice for selected cases 
of uterine fibroids. 

Radium will cure about 80 per cent of obstinate 
cases of chronic cervical erosion with leucorrhoea. 

It should be used with caution in the cases of young 
women lest the ovaries be damaged and in the cases 
of pregnant women lest the fetus be deformed. 

Burns can be avoided by care relative to dosage 
and screening. Rotanp S. Cron, M.D. 


Keene, F. E.: The Contra-Indications to Radium 
in the Treatment of Diseases of the Female 
Pelvis. Am. J.Gynec. & Obst., 1924, viii, 201. 

In properly selected cases, the use of radium con- 
stitutes an important advance in the realm of gyne- 


cological therapeusis and in many instances has 
proved a lifesaving measure. There is a sharp dis- 
tinction between the types of cases suitable for 
irradiation and those suitable for operation. Proper 
selection depends upon an intelligent conception of 
the pathology and of the relative merits and dis- 
advantages of each method for the given lesion, 
Such a decision can be made only by the gynecol- 
ogist who is experienced in both forms of treatment, 
The indiscriminate use of radium or the X-ray by 
those inexperienced in gynecology and the use of 
radium or its emanations without most careful super- 
vision of the lesions treated must inevitably be fol- 
lowed by dire consequences. The contra-indications 
to radium treatment are the following: 

1. Tumors larger than a three months’ preg- 
nancy. 

2. Rapidly growing tumors suggesting sarcoma 
or actively progressing benign changes within a tu- 
or, such as hemorrhage, necrosis, and liquefaction. 

3. Uncomplicated tumors of any size which give 
rise to symptoms other than abnormal menstrua- 
tion. 

4. Tumors associated with pelvic pain. Experi- 
ence has taught that radium may excite an acute 
exacerbation of an old inflammatory lesion. 

5. Pedunculated tumors, subperitoneal or intra- 
uterine. 

6. Tumors producing hemorrhage and compli- 
cated by demonstrable adnexal pathology. 

7. Marked secondary anemia in association 
with tumors not giving rise to sufficient uterine 
bleeding to account for the anzmia. 

8. Tumors in young women. 

9. Tumors so distorting the uterine cavity that 
the introduction of radium well above the internal 
os is impossible. 

10. Cases in which definite differentiation be- 
tween a myoma and an adnexal tumor is impossible. 

11. Myomata or myopathic hemorrhage in nerv- 
ous women. Menopausal symptoms developing af- 
ter irradiation are more acute than the normal and 
such exaggerated symptoms are more apt to develop 
in the highly nervous woman. 

12. Cases of radiophobia. 

Radium should not be looked upon as a competi- 
tor of surgery. Each has its place in the treatment 
of benign uterine hemorrhage and its indications 
are sharply defined. The use of the one to the ex- 
clusion of the other is not to the best interests of 
the patient. Epwarp L. Cornett, M.D 


Schulte, J.: The Results of the Treatment of 536 
Genital Carcinomata During the Period from 
1914 to 1920 (Ergebnisse unserer Behandlung von 
536 Genitalcarcinomen aus den Jahren 1914-1920). 
Arch. f. Gynack., 1924, Cxxi, 446. 

The cases reviewed are divided into two groups, 
those treated between 1914 and 10917 and under 
observation for at least five and one-half years, and 
those treated between 1918 and 1920 and under 
observation for at least two and one-half years. 
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The first group includes 300 irradiated cases and 
fiiteen treated surgically. Of the irradiated cases, 
163 of which were operable and 137 inoperable, 
fiitv-two were cured. There were 282 uterine and 
eighteen vaginal, vulval, and urethral carcinomata. 
Combined radium and X-ray treatment was found 
better than radium treatment alone. The primary 
mortality was nil. Every carcinoma was treated. 
Seven patients died from intercurrent disease. Of 
the thirty-two patients who did not complete the 
X-ray treatment, all died. An absolute cure was 
obtained with X-ray treatment in 19.7 per cent of 
the cases of carcinoma of the uterus. The four in- 
operable cases which were cured are reported in 
detail. 

Of the fifteen patients operated upon, five were 
permanently cured, nine died, and one developed a 
recurrence in the vaginal stump five years after the 
operation but was successfully treated with com- 
bined radium and X-ray irradiation. 

In the second group most of the operable cases 
were treated surgically. Of the borderline cases 
some were operated upon and others were given 
irradiation exclusively. Of the 221 cases, 111 of 
which were operable and 110 inoperable, seventy 
were cured. Eighty-one were operated upon with 


or without subsequent irradiation, and 140 were 
irradiated. Of the eighty-one patients operated 
upon, ten died during the treatment. The primary 
operative mortality for the extended Wertheim oper- 
ation was 8.5 per cent, and for all laparotomies for 
carcinoma of the uterus, 10.3 per cent. In the 140 
irradiated cases there was no primary mortality. 
The relative cure in the borderline cases of carci- 
noma of the cervix, half of which were irradiated 
and the other half operated upon and irradiated 
subsequently, is noteworthy. In the twenty-three 
irradiated cases a relative cure was obtained in 24.6 
per cent, and in the twenty-six cases operated upon 
and irradiated subsequently a relative cure was ob- 
tained in 46 per cent. Of the 140 patients treated 
by irradiation nine did not return after the first 
treatment. 

In the cases treated by irradiation, 100 mgm. of 
radium salt were implanted for twenty-four hours 
at intervals of two or three weeks, sometimes with 
the cauterization of large tumors or nodules of the 
portio and previous curettage. In the beginning, 
the roentgen irradiation was given according to the 
Seitz-Wintz technique, but since 1922 the Warne- 
kros-Dessauer technique has been employed. 

ZIETSCHMANN (G). 
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PREGNANCY AND ITS COMPLICATIONS 


Talbot, J. E.: The Placental Infarct and Its Rela- 
tion to the Etiology of Deformed Babies. Am. 
J. Obst. & Gynec., 1924, viii, 271. 

In the author’s opinion the key to many cases of 
obstetrical pathology is the placental infarct. This 
conclusion is based upon the conception that a nor- 
mal placenta enlarges concentrically by prolifera- 
tion of tissue on its edge and that a normal full- 
term placenta is one with the cord attached to the 
center of the circle made by its circumference. The 
point of cord attachment represents the earliest tis- 
sue grown or the beginning of the pregnancy. The 
tissue on the edge of the placenta farthest away 
from the cord is the most recent tissue grown. 

Talbot argues that if an injury should occur to 
any area on the proliferating edge of the placenta 
in the first month of the pregnancy, it would inhibit 
or prevent further development at that point and 
compensatory growth would occur on the uninjured 
edge to supply the needs of the growing fetus. The 
cord of such a placenta would therefore be attached 
very near the edge and the placenta would be of the 
typical battledore type. 

If this deduction is correct it is apparent that, 
when the injury is on the edge of the placenta, the 
distance from the infarct or injury to the base of 
the cord will indicate the time in the pregnancy 
when the injury occurred. Conversely, a placenta 
which has the cord attached at or near its edge is 
the result of an early injury to the placental edge. 
This is supported by the fact that the placental 
edge nearest the cord attachment generally presents 
evidence of damage by the presence of white infarc- 
tion or the absence of active blood vessels on the 
fetal surface of the damaged tissue. 

Uterine bleeding during pregnancy is very com- 
mon. Any external bleeding which comes from a 
hemorrhagic lesion of the placental site must in- 
volve and injure the proliferating edge of the pla- 
centa and cause separation. In most cases such an 
injury will result in the arrest of proliferation at the 
point of injury. The cause of these haemorrhagic 
lesions is unknown. 

In cases in which there has been bleeding, the 
author attempts to determine whether or not there 
is a white infarct or evidence of damage on the edge 
of the placenta which, by its position in relation to 
the point of cord attachment, would correspond to 
the time in the pregnancy when such bleeding 
occurred. He has observed forty-six cases in which 
the bleeding was thus recorded on the placenta. 

Realizing that for external bleeding the hemor- 
rhage must be sufficient to dissect its way down- 
ward between the chorion and the uterine wall 
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through the vagina, he has attempted to determine 
also whether or not acute infections are recorded by 
contemporaneous infarcts on the edge of the pla- 
centa without bleeding. In fifty-seven cases such 
evidence was found. One of the most interesting 
was a case of lobar pneumonia at the fourth month 
of pregnancy which went on to full term. 

The author’s clinical evidence tends to show that 
uterine bleeding is frequently preceded by acute 
infection, a fact suggesting that the bleeding is the 
result of the infection; that bleeding from the pla- 
cental site is recorded on the edge of the placenta 
by the white infarct or cessation of growth at this 
point; and that acute infection in the head is often 
recorded on the edge of the placenta by the white 
infarct or cessation of growth, a fact supporting the 
theory that uterine bleeding is due to infection. 

If bacteria from acute infection in the head can 
cause these lesions by the hematogenous route, 
bacteria from foci of chronic sepsis can do so also. 

The same principle may be applied to deformed 
babies. The frequent association of deformity in the 
infant with syphilis gave rise at one time to the 
belief that a deformed baby was evidence of syphilis. 
The Wassermann test has corrected this view. How- 
ever, there is in this frequent association of syphilis 
with deformity of the infant the suggestion that 
the deformity is often an acquired attribute and not 
hereditary, and that it may be the result of very 
early infection of the embryo. 

The more common deformities are anencephalus, 
high spina bifida, hydrocephalus, harelip, and ab- 
sence or deformity of some part in the region of the 
head. 

This very marked predominance of malformation 
in the region of the head is significant when it is 
considered in relation to the fetal circulation. The 
baby’s head is the largest and best developed por- 
tion of its body because the most direct route for 
the blood coming from the placenta is toward the 
head. If this route brings more food material and 
oxygen from the placenta to the head, it would 
account also for the increase in damage in the head 
if the damaging element came from the placenta. 

Adopting this view, the author determined to 
watch the placenta of deformed children to see 
whether or not there was an infarct or evidence of 
damage near the base of the cord to correspond in 
time to the early damage to the embryo. He re- 
ports twenty consecutive cases of deformed babies 
in which there was such evidence. 

The outstanding fact in the twenty cases is that 
all of the placente showed injury within a radius 
of 1% in. from the base of the cord. The evidence 
from other cases tends to show that the bleeding 
which occurs within the first two months of preg- 
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nancy is associated with a placenta having a cord 
attached 14 in. or less from its edge. This evidence 
is consistent with the size of the placenta at this 
early stage of pregnancy. 

The mothers of seven of the infants had an acute 
infection in the head (a cold) in the first two months 
of pregnancy. Four others had an attack of bleed- 
ing within the first two months of pregnancy, eight 
of the remaining nine had foci of chronic infection, 
and one, who had no suggestive history and was not 
examined, had a blood pressure above normal. 

The types of deformity were the following: anen- 
cephaly, six; harelip, absence of the right ear, 
asymmetry of the hemispheres, deformity of the 
frontal bones, deformity of the heart with ascites, 
deformity of the oesophagus, hernia of the abdomi- 
nal wall, and deformity of both hands and of the 
duodenum, one case each; lumbar spina bifida and 
congenital valgus, two cases each; and congenital 
varus and deformity of both feet, one case each. 

The evidence tends to show that most congenital 
malformations due to failure of embryonic develop- 
ment are not hereditary defects but are acquired in 
the uterus; that defects in development are due to 
injury to the placenta during the early weeks of 
pregnancy; that the injury to the placenta is due 
to maternal hamatogenous infection of the blood 
vessels of the placental site; and that the source of 
the hematogenous infection is generally to be found 
in the teeth or tonsils. Epwarp L. CorNeELL, M.D. 


Trillat, P.: The Treatment of Severe Hemorrhages 
Due to Placenta Previa by Obstetrical Meth- 
ods: Four Cases Treated Successfully as Re- 
gards Both the Mother and the Child (Traite- 
ment des hémorrhagies graves du placenta praevia 
par les méthodes obstétricales: quatre cas traités 
avec succés pour la mére et l’enfant). Bull. Soc. 
d’obst. et de gynéc., 1924, xiii, 456. 

The methods used in placenta previa must de- 
pend upon the indications of the case. A Champe- 
tier bag may be used at the beginning of dilatation. 
Version is done when the cervix is dilated sufficiently. 
The fetus must be extracted slowly. 

Immediate artificial delivery is necessary to pre- 
vent further hemorrhage and to permit the obste- 
trician to determine the condition of the uterus. 

Before intervention, massive injections of saline 
solution are given subcutaneously or intravenously, 
and repeated after delivery if necessary. 

Tears of the soft parts should be sutured. Even 
if the suturing extends to the lower segment of the 
uterus, it can be done through the vagina. 

To prevent the development of bronchopneu- 
monia the author gives the child from 15 to 20 liters 
of oxygen every two hours for four or five days 
after birth. SALVATORE DI Patma, M.D. 


Smith, J. A.: The Phenoltetrachlorphthalein Test 
of Liver Function in the Toxzmias of Preg- 
nancy. Am. J. Obst. & Gynec., 1924, viii, 298. 

_ The phenoltetrachlorphthalein test of liver func- 
tion was done on twenty normal pregnant women 


and forty-four women with a toxemia of pregnancy 
characterized by hypertension and albuminuria (in- 
cluding eight who probably had chronic nephritis 
and seven who had convulsions). The technique 
used was essentially the same as that described by 
Rosenthal, Rosenfield, and Schneiders. The amount 
of dye retained in the blood serum was determined 
at intervals of fifteen minutes, one hour, and two 
hours after the intravenous injection of the dye. 

The average figures for the normal pregnant 
woman near term are 4 per cent after fifteen min- 
utes, a trace (less than 2 per cent) after one hour, 
and none after two hours. Occasionally a slight 
retention of the dye occurs in clinically normal preg- 
nancies (e.g., 5 per cent after fifteen minutes, 5 per 
cent after one hour, and none after two hours). The 
limit of the normal may be considered 7 per cent 
after fifteen minutes, 3 per cent after one hour, and 
a very slight trace after two hours. 

About one-half of the patients with toxemia 
showed a definitely abnormal retention of the dye. 
Marked albuminuria and severe symptoms (includ- 
ing convulsions) were much more frequent and the 
mortality was much higher in this group than in 
the group of women with normal tests. Most ot the 
patients who had undoubted chronic nephritis were 
among those in the group with normal tests. Re- 
covery from the toxemia was followed by a return 
to normal excretion of the dye within two weeks. 
In a few cases improvement in the ability to excrete 
the dye was noted before delivery. 

In the four cases with an abnormal test in which 
a postmortem examination of the liver was possible, 
some evidence of liver damage was found, though 
it was not always proportional, even roughly, to the 
degree of retention of the dye. Also in the one fatal 
case with a normal test the postmortem examination 
showed slight necrosis. 

It may be concluded therefore that definitely 
abnormal retention of the dye in a patient with 
toxemia of pregnancy suggests that the toxamia is 
severe and is of the pre-eclamptic rather than the 
nephritic type. On the other hand the degree of 
retention of the dye does not appear to be a reliable 
index of the extent of necrosis in the liver. A nor- 
mal test is of doubtful value unless it is obtained 
not more than a few days before delivery or obtained 
repeatedly nearly up to the time of delivery. An 
accurate estimate of the practical value of the test 
requires further investigation. 

Epwarp L. Cornet, M.D. 


Fuerst, W.: The Occurrence of Eclampsia and the 
Justification for Active Treatment (Ueber das 
Vorkommen der Eklampsie und die Berechtigung 
der aktiven Therapie). Zentralbl. f. Gynack., 1924, 
xlvii, 834. 

In the period from 1911 to 1920 the number of 
cases of eclampsia at the Frankfort Gynecological 
Clinic reached a maximum of 1.2 per cent in r1g1I 
and a minimum of o.2 per cent in 1918. In 1917 
the incidence was 0.5 per cent. In 39,461 labors at 
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the Zurich Clinic during the period from 1895 to 
1920 eclampsia occurred in 0.52 per cent. The inci- 
dence of eclampsia is considerably lower in Zurich 
than in Leipzig. 

From a study of these figures the author con- 
cludes that other factors than nutrition and war 
conditions are responsible for eclampsia. He points 
out that the favorable results obtained with con- 
servative treatment at the Leipzig Clinic have not 
been obtained elsewhere and concludes that active 
treatment is justified since one of the factors favor- 
ing eclampsia is eliminated when the pregnancy is 
terminated. 

The theory of pre-eclampsia is too indefinite to 
warrant prophylactic active treatment as advo- 
cated by Essen-Moeller. Such treatment is all the 
more contra-indicated by the fact that abdominal 
cesarean section gives favorable results even when 
it is done as late as the first four hours after the 
development of eclampsia. 

In the forty cases reported the total mortality of 
treatment by rapid delivery was 15 per cent, but 
half of the women who died were almost moribund 
when they entered the hospital. The total infant 
mortality was 17.5 per cent, but the mortality ot 
the viable infants was only 6.5 per cent. 

At the Zurich Clinic abdominal cesarean section 
is considered the only allowable method of effecting 
rapid delivery when there is insufficient dilatation 
of the soft parts. 

Fuerst believes that the Zweifel-Lichtenstein 
expectant treatment of eclampsia is to be recom- 
mended to the general practitioner as the method 
of choice only when no clinical treatment is possible. 

Frey (G). 


Stroganoff: Eclampsia Without a Single Death 
Attributable to the Condition in Unneglected 
Cases (Eklampsien ohne einen Todesfall infolge 
dieser Krankheit in unvernachlaessigten Faellen). 
Muenchen. med. Wchuschr., 1924, \xxi, 436. 

In the expectant treatment of eclampsia venesec- 
tion is not the chief factor as excellent results have 
been obtained without it. At the present time, par- 
ticularly in Germany and Russia, the withdrawal 
of a considerable quantity of blood is not free from 
objections. 

Stroganoff at one time resorted to operative delivery 
only rarely; today he has abandoned this method 
entirely. 

Zweifel’s eclampsia statistics are not the best on 
record. Roth, at an earlier date, reported a mor- 
tality of only 8 per cent, and in 1908 and 1g11 the 
author’s mortality was only 6.6 per cent. In a 
recent series of 246 cases the mortality reported 
was only 2 per cent. 

The prospect of obtaining a cure of eclampsia in 
unneglected cases has therefore been greatly in- 
creased. 

The author protests against Zweifel’s representa- 
tion that the expectant treatment of eclampsia was 
originated by Veit. Bock (G). 


Mcllroy, A. L., and Leverkus, D.: Changes in the 
Polarity of the Fetus During the Later Weeks 
of Pregnancy. Proc. Roy. Soc. Med., Lond., 1924, 
xvii, Sect. Obst. & Gynexc., 89. 

According to most authorities, pelvic presenta- 
tion occurs in one of every thirty labors. In the 
cases reviewed by Pinard it occurred once in every 
sixty-two labors, and in those reviewed by Jellet, 
once in every thirty-two labors. 

This report is based on the cases of 1,900 putients 
who were followed through the antenatal clinic and 
delivered in the wards. 

Pelvic presentation was found at one time or 
another during pregnancy in 600 cases. In thirty- 
three of these labor was terminated without version, 
In eighteen of the thirty-three the fetus was born 
prematurely, but in a number the pregnancy was 
interrupted or labor occurred prematurely because 
of pathological conditions in the mother. Sixteen 
primigravide and nine multipare were delivered 
after the performance of version or its spontaneous 
occurrence. The details of the cases of spontaneous 
version are given in a table. As a rule version will 
occur spontaneously, but if it is delayed beyond the 
thirty-sixth week, it must be effected by the obste- 
trician. In some cases of pelvic presentation it may 
be necessary to perform version in order to estimate 
the relation of the fetal head to the diameters of 
the maternal pelvis. 

In the rotation of the fetus the position of the 
uterus, the condition of the maternal spine, and the 
character of the pelvic curves may be of importance. 
The force may be found in the fetus itself. The 
intra-uterine movements of the fetus may possibly 
be explained by the complicated theory of relativity. 

In conclusion the author states that it is only by 
careful and repeated examination of the pregnant 
woman from the early stages of pregnancy that we 
can hope to discover the causes leading to obstetrical 
anomalies, a prolific cause of morbidity and death 
in childbirth. C. H. Davis, M.D. 


LABOR AND ITS COMPLICATIONS 


Adams, T. W.: Morphine and Magnesium Sul- 
phate as an Obstetrical Analgesic. Am. J. Obst. 
& Gynec., 1924, viii, 266. 

Morphine and magnesium sulphate were given to 
sixty patients. Six were multipare and filty-four 
were primipare. The youngest patient was 14 and 
the oldest 39 years of age. The average age was 20 
years. All of the patients were at term and all 
began labor spontaneously. The total length of 
labor was not prolonged. 

Eighty-five per cent of the children cried spon- 
taneously within one minute of birth. Seven (13 
per cent) were slightly cyanotic at birth although 
their heart rate was normal and regular. ‘These 
cried in less than five minutes after slight external 
stimulation. None required artificial respiration. 
In one case (2 per cent) the child was born in pullid 
asphyxia, but although it gasped a few times it 
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could not be resuscitated. Autopsy revealed an 
enlarged thymus, and the blood Wassermann reac- 
tion was four plus. 

At first the dose used was 1% c.cm. of a 25 per 
cent solution of magnesium sulphate and \% gr. of 
morphine. Although the cases treated in this way 
showed some diminution of pain, it was not until 
the dose was increased to 2 c.cm. of magnesium 
sulphate and 3/, gr. of morphine that the more 
favorable results were obtained. In no case was a 
larger dose given. In thirteen cases (21.5 per cent) 
in which the effect of the medication seemed favor- 
able but not lasting, the dose was repeated. The 
average dilatation at the time of the second dose 
was 4/2 c.cm. 

In judging the effect of any medicament on pain 
both the word of the patient and the external mani- 
festations must be taken into consideration. Under 
conditions apparently the same as regards the in- 
tensity, cne patient will suffer extremely while an- 
other with a different nervous organization will 
apparently suffer very little. 

In tabulating the cases it was found that the 
efiect depended to a great extent upon the stage of 
labor at which the medication was given. There- 
fore the cases have been divided into two groups. 
In the first group the cervix was dilated at least 
6 cm. at the time of the first dose, that is, the 
patient was well advanced in the first stage of 
labor. In this group the 1esults were far from satis- 
factory. 

In the second group the medicament was given 
before the cervix was dilated 5 cm., the average di- 
latation at the time of the first dose being 244 cm. 
In this group the results were very gratifying. 

Six and six-tenths per cent of the patients re- 
ceived no benefit from the medication whatsoever, 
while 93.4 per cent received varying degrees of re- 
lief. ‘Twenty-five per cent had extremely easy labors, 
experiencing practically no pain at all until late in 
the second stage, when it was very satisfactorily 
controlled by ether inhalation. This latter pro- 
cedure was used in the last of the second stage in 
practically all cases. 

It was interesting to note also the increase in 
relief afforded by ether inhalation in cases which 
had received previous medication. 

Epwarp L. Cornett, M.D. 


Haeggstroem, P.: A Contribution on the Status of 
Cesarean Section in Obstetrics Based on Sev- 
enty Abdominal Casarean Sections Performed 
in the Academic Hospital at Upsala Between 
1891 and August 31, 1923 (Beitraege zur Frage 
der Stellung des Kaiserschnittes in der Geburtshilfe 
nach Erfahrungen von 70 abdominellen Kaiser- 
schnittfaellen welche am Akademischen Kranken- 
hause in Upsala in der Zeit 1891 bis 31. August, 1923 
vorkamen). Upsala Lackaref. Foerh., 1924, xxix, 283. 

lhe number of cxsarean sections in proportion 
to the number of births has remained the same dur- 
ing the past thirty years, but the prognosis of the 
operation for both the mother and the child has 
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improved. If the technique is good, fatalities are 
rare. Most of the women operated upon were primip- 
are, and about half of them were under 31 years 
of age. 

In the Upsala Hospital incision of the corpus has 
a poorer prognosis than incision of the cervix. In 
two cases of incision of the corpus a second laparot- 
omy was necessary on account of adhesion ileus. 
Primary weakness of the uterine contractions has 
rarely been regarded as an indication because long 
duration of the labor and threatened infection ren- 
ders the prognosis less favorable. When death is 
imminent or has just occurred, cesarean section 
should be done to save the child. In cases of slightly 
contracted pelvis a choice must be made between 
cesarean section and premature delivery. The fre- 
quency of craniotomy will be decreased by cesarean 
section. PFEIFFER (G). 


Heyn, A.: Perforations of the Uterus and Their 
Treatment (Ueber Uterusperforationen und ihre 
Behandlung). Zéschr. f. Geburtsh. u. Gynaek., 1924, 
Ilxxxvii, 92. 


Of seventeen cases of perforation of the uterus 
operated upon within the last ten years ten were 
seen by the author in the period from 1922 to 1924. 
Of these ten, nine were cases of perforations made 
by physicians. The more frequent occurrence of 
uterine perforation during recent years may be 
attributed to an increase in the number of abortions 
and to insufficient practical experience of young 
physicians. In four of the seventeen cases discussed 
by the author the non-gravid uterus was perforated. 
Injuries of the uterus due to criminal procedures of 
the laity have the least favorable prognosis because 
they are not recognized and treated until late. In 
the abortions treated by physicians the perforation 
is usually produced by the Hegar dilator and recog- 
nized at the time of the curettage. The injury 
usually occurs in the lower portion of the uterus. 
The most severe injuries are caused by the dressing 
forceps and the spoon curette. 

In the treatment of perforation of the uterus the 
Kiel Clinic follows the principle of conservative 
operation including excision of the ragged edges of 
the wound and suture with overlying serosa. The 
choice between drainage of the cul-de-sac of Douglas 
and extraperitoneal drainage of the parametrium is 
determined by the requirements of the particular 
case. HirscuBeErG (G). 


PUERPERIUM AND ITS COMPLICATIONS 


Canney, J. R. C.: Some Suggestions in the Treat- 
ment of Puerperal Sepsis. Brit. M. J., 1924, ii, 
356. 

When fever appears in the puerperium and cannot 
be accounted for by a condition outside of the pelvis 
it is far safer to give an anesthetic and examine the 
pelvis than to await further developments. If intra- 
uterine sepsis is present, the uterus should be emp- 
tied or cleansed or both. 
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A so-called sapremia is often the precursor of the 
most virulent septicaemia. 

The septic uterus will not undergo involution, but 
in the author’s opinion the modified Carrel-Dakin 
treatment, assisted perhaps by drugs, will help invo- 
lution better than any other known measure. 

If antistreptococcus serum is to be used, it should 
be employed frequently until the temperature falls. 

Further adjuncts are ‘‘peptone shock” and the 
intravenous administration of eusol. 

A culture should be taken from the endometrium 
and from the blood as later a vaccine may be of 
value. 

Careful attention should be paid to the posture 
of the patient. Fowler’s position will aid drainage, 
whereas the supine position will tend to dam back 
secretions. Micturition and defecation in the erect 
sitting position are of aid. 

In early infection of the adnexa, the modified 
Carrel-Dakin method may prevent the necessity for 
abdominal section, and will certainly hasten re- 
covery. 

When anemia or debility is caused by hemorrhage 
or toxemia there is particular danger of sepsis. 

All manipulations and instrumentation should be 
done very gently and all tears of soft parts should 
be sutured immediately. Rotanp S. Cron, M.D. 


Faure, J. L.: The Treatment of Puerperal Infec- 
tion Following Abortion (Traitement de l’infec- 
tion puerpérale post abortum). Bull. et mém. Soc. 
nat. de chir., 1924, 1, 709. 


The author discusses puerperal infection due to 
abortion entirely from the surgical standpoint. He 
approves of curettage, claiming that persistent bleed- 
ing after an abortion indicates that placental débris 
is still adherent to the uterine wall. In such cases 
curettage is always indicated, even if there are chills 
and fever. 

For the past twenty-five years Faure has been 
advocating vaginal hysterectomy whenever the 
symptoms of infection do not abate in from twenty- 
four to forty-eight hours. He has obtained a larger 
percentage of cures by this method than by any 
other. He believes that it is better, from time to 
time, needlessly to sacrifice a uterus with the hope 
of saving a woman than from time to time to sacri- 
fice a woman with the hope of saving her uterus. 

Faure advocates hysterectomy even in cases with 
a positive blood culture as he regards the removal 
of the focus of the infection as the logical procedure. 
He believes that the reason some surgeons object to 
it is that, knowing the gravity of abdominal hyster- 
ectomy, they assume, from lack of experience, that 
vaginal hysterectomy is to be considered in the same 
light. SALVATORE DI Parma, M.D. 


Bock, W.: The Treatment of Puerperal Fever with 
Rivanol (Die Behandlung des Puerperalfiebers mit 
Rivanol). Deutsche med. Wehnschr., 1924, |, 340. 


In the treatment of puerperal fever an intravenous 
injection of from 7o to 80 c.cm. of a o.1 per cent 


solution of sterile rivanol is given on the first day, 
a second injection of 50 c.cm. on the second day, 
and, if the fever continues, another injection of 50 
c.cm. on the third day. 

According to the author the result is ideal since 
no complications have ever been noted. However 
the intravenous injection must be made with great 
care as paravenous infiltration is exceedingly pain- 
ful. 

Bock reports ten cases with successful results. 

SCHUBERT (Z). 


Auvray: The Indications for Hysterectomy in Se- 
vere Types of Puerperal Infection (Indications 
de l’hystérectomie dans les formes graves de l’infec- 
tion puerpérale). Bull. et mém. Soc. nat. de chir., 
1924, XXxl, 825. 

Auvray gives the indications for hysterectomy in 
patients suffering from puerperal infections as fol- 
lows: 

1. When, after a well-executed curettage, the 
symptoms do not cease, the fever continuing or flar- 
ing up again in the absence of signs of extension 
of the infection to the periuterine organs. In such 
cases a second curettage is generally contra-indi- 
cated. 

2. When phlebitis of the periuterine veins de- 
velops with consecutive thrombosis. The author 
agrees with Faure that, in addition to venous liga- 
tion and extirpation, a hysterectomy should be done 
because there is no surety that the uterus will not 
remain infected. 

3. When there is generalized septicemia. The 
uterus, as the source of the toxins, should be re- 
moved. 

4. When the puerperal infection develops in a 
uterus in which there is a lesion which, of itsell, 
would justify hysterectomy, such as a perforation, 
cancer, retention of the fragments of a hydatid 
mole, etc. 

On the author’s service abdominal hysterectomy 
has been done under such conditions in nine cases 
since 1920. 

In the nine cases there were six deaths and three 
recoveries. All of the patients were in a grave con- 
dition and considered beyond the aid of medical 
treatment. Six had been previously curetted. In 
five cases the uterus showed placental rests which 
had escaped the curette, and in one case it had been 
perforated. 

In no case was a free uterus found presenting 
neither retention nor a lesion. In two cases venous 
ligation was done also on account of thrombophle- 
bitis of periuterine veins. A partial hysterectomy 
was performed in seven cases and a total hysterec- 
tomy in two. 

In two of the fatal cases infection was accom- 
panied by thrombophlebitis. One patient who died 
had a uterine epithelioma. The others were operated 
upon late and would probably have been saved i! 
the hysterectomy had been done earlier. 

W. A. BRENNAN. 
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MISCELLANEOUS 


Schimmel, H.: Report of the Obstetrical Depart- 
ment of the Gynecological Clinic of the Uni- 
versity of Wuerzburg from January 1, 1889, to 
March 30, 1923 (Bericht ueber die Geburtshilfliche 
Abteilung der Universitaets-Frauen-Klinic Wuerz- 
burg vom 1 Januar, 1889, bis 30 Maerz, 1923). 
Zischr. f. Geburtsh. u. Gynaek., 1924, \xxxvii, 398. 


This report is a statistical study of 22,974 de- 
liveries, 10,274 of which were those of primipara and 
11,700 those of multipare. Of the 22,000 children, 
21,361 were born alive. Of these, 537 died after 
birth. 

The complications occurring during pregnancy or 
labor were as follows: pneumonia, thirty-nine cases; 
tuberculosis of the lungs, fifty cases; decompensated 
heart disease, forty-one cases; kidney disease, 125 
cases; mental and nervous disturbances, fifteen 
cases; myoma of the uterus, forty-three cases; 
malignant tumor of the uterus, four cases; tumor of 
the ovary, seven cases; malformation of the uterus, 


nineteen cases; prolapse of the uterus, one case; rup- 
ture of the symphysis, one case; rupture of the 
uterus, twenty-five cases (six maternal and five in- 
fantile deaths); uterine tympania, forty-eight cases 
(seven maternal and thirty infantile deaths); con- 
tracted pelvis, 1,336 cases (seventeen maternal and 
189 infantile deaths); prolapse of the cord, thirty- 
four cases; placenta previa, 255 cases; and eclampsia, 
116 cases. 

Of the 226 women subjected to cesarean section, 
twenty-two died; in six cases death was due to the 
operation, in seven to eclampsia, in two to acute 
anemia and placenta previa, and in seven to condi- 
tions such as uremia, heart failure, tuberculosis, and 
diphtheria. In three cases in which symphysiotomy 
was done there was one death, the result of anemia. 
Pubiotomy was done twelve times; one patient died 
on the fourth day after the operation and one sus- 
tained an injury of the bladder with a resulting 
urinary fistula. Puerperal fever caused twenty- 
seven deaths, a mortality of 0.12 per cent. 

Kocu (G). 
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ADRENAL, KIDNEY, AND URETER 


Pybus, F. C.: Suprarenal and Pancreatic Grafting. 
Lancet, 1924, ccvii, 550. 


Pybus reports two cases of far advanced Addison’s 
disease in which grafting of suprarenal glands was 
done. The first patient was greatly benefited, be- 
coming able to return to his work in the mines. The 
pigmentation disappeared within six months. Two 
years later the symptoms returned and a second 
operation was performed, a suprarenal from a recent 
fatal accident case being grafted. Great improve- 
ment again followed the operation, and today, three 
years later, the patient is earning his living as a 
hawker. The second patient was only temporarily 
benefited and died at the end of a few weeks. 

The author reports also two cases of intractable 
diabetes which were treated by the grafting of pan- 
creatic tissue in 1916. In the first case infection 
developed, and in the second, degeneration of the 
graft necessitated opening the wound and allowing 
it to discharge. HENRY W. PLAGGEMEYER, M.D. 


Darner, H. L.: Bilateral Ectopic Kidneys. J. Urol., 
1924, Xii, 193. 

Ectopic kidneys are very rare. Asingle ectopic kid- 
ney is much more common than bilateral ectopic 
kidneys. Sixteen authentic cases of bilateral ectop- 
ic kidneys are recorded in the literature. To these. 
the author adds two more. The incidence of the 
condition appears to be the same in both sexes. 
Usually it is associated with congenital anomalies 
of other systems, as a rule the derivatives of the 
muellerian ducts and less often of the gastro-intes- 
tinal tract and the derivatives of the cloaca. Nearly 
always the lesion found can be correlated with some 
stage in the embryological development of the 
kidney. 

The symptoms include lumbar backache, par- 
ticularly in the sacro-iliac region, discomfort in the 
iliac fosse, vesical tenesmus, and frequency and 
enuresis, even in the absence of pathological lesions 
of the urinary tract. Often there is rectal tenesmus. 
In the female the condition is frequently responsible 
for rather severe dyspareunia and premenstrual 
exacerbations of all of the symptoms. Spontaneous 
abortion may be caused in the early stage of preg- 
nancy. In some cases there may be psychic dis- 
turbances. 

In making the diagnosis, congenital anomalies in 
the body should always arouse the suspicion of this 
condition. The diagnosis is often made accidentally 
during routine cystoscopy or exploratory Japarot- 
omy. When the kidney is palpated on combined 
abdominal and rectal or vaginal examination an 
appendiceal abscess is usually suggested in the male 
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and a uterine or adnexal lesion in the female. With- 
out cystoscopy, a definite diagnosis is almost im- 
possible. Occasionally the posterior bladder wall 
reveals pulsation transmitted from the renal arte- 
ries. The bladder should be thoroughly explored 
for anomalous ureteral orifices and the ureters and 
kidney pelves should be investigated with opaque 
ureteral catheters. The relative function of the two 
kidneys should be known. 

In the male the complications include unde- 
scended testes, hypospadias, and epispadias, and in 
the female congenital anomalies of the vagina, 
uterus, and adnexa. Complicating renal conditions 
are pyelitis, pyonephrosis, hydronephrosis, tubercu- 
losis, calculi, and neoplasms. 

Cases discovered during routine examination of 
females for some other condition require no treat- 
ment, but the patient should be warned of the dan- 
ger of pregnancy. In the male an uncomplicated 
condition of this type need cause no alarm. The 
complications should be treated as they arise. The 
type of treatment is the same as for normally situ- 
ated kidneys except that a different approach is 
necessary. Kidney suspension or plastics are use- 
less because of the shortness of the ureter and renal 
blood vessels. Louis NEuwEeELt, M.D. 


Beeler, R. C., and Mertz, H. O.: The Necessity of 
Close Co-operation Between the Roent¢genolo- 
gist and Urologist in the Diagnosis of Double 
Kidney. Am. J. Roentgenol., 1924, xii, 157. 


The authors describe the abnormalities in the 
pelves, calices, and ureters, and include in their 
article pyelograms and ureteropyelograms showing 
the difficulty of arriving at a diagnosis of such 
abnormalities and the chances of diagnostic error. 

H. W. PLacceMeyer, M.D. 


DeMeo, F.: Presumptive Signs of Renal Calculus 
Revealed by Cystoscopic Examination (Ilementi 


diagnostici presuntivi di calcolosi renali rilevati alla 
cistoscopia). Policlin., Rome, 1924, xxxi. sez. prat., 
875. 


While the X-ray cannot always reveal the pres- 
ence of a renal calculus, cystoscopy with or without 
ureteral catheterization may give valuable presump- 
tive evidence or even positive findings, when a stone 
is suspected. 

The author has observed that in some cases the 
cystoscope shows the bladder wall on the side of 
the diseased kidney to be studded with crests anas- 
tomosing with each other in a reticular pattern and 
frequently in such cases a stone has been revealed 
by the X-ray and operation. When this finding Is 
associated with other clinical signs and especially 
when it is associated with suggestive X-ray shad- 
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ows, with other cystoscopic signs, such as swelling 
and gaping of the ureteral orifice, alteration in the 
flow of urine, or the presence of pus, it makes the 
diagnosis of renal calculus almost certain. Cystos- 
copy completes and controls roentgenography. 

W. A. BRENNAN. 


White, H. P. W.: The Radiographic Features of 
Urinary Calculi in Relation to Their Chemical 
Composition and Structure, with Special Ref- 
erence to Renal Calculi. Brit. J. Surg., 1924, 


xii, 5. 
The first part of this article deals with experi- 
mental confirmation of previously formulated laws 


that the relative roentgenographic opacity of calculi 
depends upon the atomic or molecular weights of 
their constituents, and that the opacity of a given 
calculus is determined by the nature of its constitu- 
ents, its structure, and its thickness. Following this 
is a careful study of two series of renal calculi and 
one series of vesical calculi, with a detailed descrip- 
tion of the gross stones and of cross sections, together 
with a critical analysis of the degree of roentgeno- 
graphic opacity of each stone. 

Calcium oxalate and calcium phosphate, which 
give very good shadows, are common constituents 
of urinary calculi. Their high relative opacity is due 
to the high atomic weight of the calcium in these 
salts. All of the other common urinary salts, the 
urates, uric acid, and triple phosphate, cast relatively 
poor shadows. Cystine and xanthine have relatively 
greater opacity than the latter because of the sul- 
phur they contain, but in the pure state cast poor 
shadows. It is rare that any of the foregoing sub- 
stances are the sole constituents of a stone. 

The figures of different observers giving the rela- 
tive incidence of different salts in calculi have fre- 
quently been conflicting. Recent observers, how- 
ever, are agreed upon the preponderance of calcium 
oxalate in renal and ureteral stones and of uric acid 
and urates in bladder stones. Phosphate is found 
in larger proportions in bladder stones than in renal 
stones. It frequently surrounds a nucleus of oxalate 
or uric acid or urate. Stones of uric acid or urates 
in the kidney or ureter soon become mixed with 
calcium salts and then can be identified in the 
roentgenogram. Roentgenograms sometimes fail to 
demonstrate vesical calculi consisting largely of uric 
acid or ammonium urate; in such cases cystoscopy 
is indicated. Pyelography is valuable in the exam- 
ination of the upper urinary tract. 

Joun G. Cueetuam, M.D. 


Hryntschak, T.: A New Procedure for the Early 
Diagnosis of Tuberculosis of the Kidney (Ueber 
ein neues Verfahren zur Fruehdiagnose der Nieren- 
tuberkulose). Wien. klin. Wcehnschr., 1924, xxxvii, 
330. 

In the first of the two cases reported, the urine 
was moderately cloudy and pus cells were found in 
the sediment. Bacteria were not demonstrable. 
Cystoscopic examination revealed a normal picture 


except for slight reddening and prominence of the 
right ureteral ostium. Dye was excreted on the right 
side after five minutes and on the left side after 
three minutes. Ureteral catheterization revealed 
clear urine on the left side and slightly cloudy 
urine on the right side. Roentgenograms were 
negative. 

Following irrigation of the bladder and the pelvis 
of the right kidney the urine cleared up, the symp- 
toms disappeared, and the patient became able to 
resume his work. After two and one-half months 
the urine again became distinctly cloudy. A guinea- 
pig inoculation and a culture by Loewenstein’s 
method were then made. The guinea-pig inocula- 
tion was negative but the culture was positive. 
The clinical findings were the same as _ before. 
Nephrectomy was done. The presence of tubercu- 
losis was confirmed by microscopic examination. 

In the second case hematuria appeared shortly 
after a bilateral epididymectomy for tuberculosis 
and recurred fifteen months later. The bladder 
mucosa and the ureteral ostia were normal. The 
urine from the right kidney showed albumin and a 
few leucocytes but no blood. Repeated guinea-pig 
inoculations with total urine and with separate kid- 
ney urines were negative. Examination soon there- 
after revealed a hydronephrosis necessitating opera- 
tion. The specimen showed ureteral dilatation due 
to a deep tuberculous stricture of the ureter and 
dilatation of the renal pelvis. In the parenchyma 
of the kidney were extensive areas of tuberculous 
destruction. 

In both cases, therefore, the result of guinea-pig 
inoculation was negative at a time when the kidney 
was undoubtedly involved by tuberculosis. One 
explanation for this may be found in those rare 
cases in which a tuberculous focus is so completely 
closed off from the renal pelvis that the tubercle 
bacilli do not reach the urine. A more frequently 
applicable explanation is the nature of the strain of 
the tubercle bacillus. In 1913 Loewenstein reported 
four cases due to the bacillus of chicken tubercu- 
losis. As this bacillus seems to have a special af- 
finity for the kidneys in man but is not pathogenic 
for the guinea pig, a negative result from guinea- 
pig inoculations is to be expected. In the cases 
reported by the author it was no longer possible 
definitely to determine the type of the tubercle 
bacillus. 

According to the author, the culture method de- 
veloped by Loewenstein makes it possible to demon- 
strate the presence of tubercle bacilli in the urine 
in practically every case and is therefore to be 
recommended for the early diagnosis of renal tu- 
berculosis. HauMANN (Z). 


Heidrich, L.: The Surgery of Tuberculosis of the 
Kidney (Beitraege zur Chirurgie der Nierentuber- 
kulose). Beitr. z. klin. Chir., 1924, cxxxi, 268. 


The results of conservative and surgical treatment 
of tuberculosis of the kidney are discussed on the 
basis of 104 cases. 











54 INTERNATIONAL ABSTRACT OF SURGERY 


From the standpoint of the etiology other factors 
than a general predisposition of the tissues to tuber- 
culosis must be considered. Inflammatory processes 
in the urinary system, such as hydronephrosis, 
gonorrhoea, nephrosis, and nephritis, prepare the 
tissues for the action of the tubercle bacilli. A float- 
ing kidney may be an important factor in causing a 
kink of the ureter. The part played by malforma- 
tions is doubtful. There is probably no relationship 
between trauma and tuberculosis of the kidney. 
Experimental investigations carried out by the 
author showed that healthy kidneys were not in- 
jured by the injection of tubercle bacilli into the 
circulation, but if an embolus or urinary stasis was 
produced previously by emulsions of oi], the tubercle 
bacilli remained in the kidney. This probably ex- 
plains the frequent unilateral development of renal 
tuberculosis. 

Bladder tuberculosis has long been considered a 
secondary infection, but ascending infection from 
the genital organs is also a possibility. The author 
has seen seventeen cases with associated tubercu- 
losis of the testis and one case with associated 
tuberculosis of the adnexa. In 80 per cent of the 
cases the cystoscope reveals involvement of the 
bladder as well. 

The only finding that is decisive in the diagnosis 
is the presence of tubercle bacilli. For this deter- 
mination experiments are often made on animals. 
If the injection is made into the peritoneum a period 
of three months is required for the diagnosis. There- 
fore the injection is made into the upper part of the 
leg as this causes a swelling of the inguinal glands 
in about ten days. From these glands a squeeze 
preparation is made and stained for tubercle bacilli 
or the glands are dissolved in antiformin. To deter- 
mine the function of the other kidney, which is 
absolutely necessary in order to avoid uremia, 
chromocystoscopy is employed first and at a second 
sitting ureteral catheterization is done and the dye 
test is repeated. Because of the danger of lighting 
up the process, a pyelographic examination is made 
only when the diagnosis cannot be established by 
examination of the urine or by functional tests. 

Of 110 cases, seventy-three were treated surgi- 
cally and thirty-seven conservatively. The only 
operation advisable is nephrectomy. Resection and 
splitting of the kidney are definitely contra-indi- 
cated. Conservative treatment consists of helio- 
therapy or irradiation with artificial sunlight or the 
X-rays. 

In the cases reviewed the immediate mortality 
after operation was 8.2 per cent. A lasting cure was 
obtained in 45 per cent of the cases. Of the patients 
treated conservatively, 75 per cent suffer with per- 
sistent, and sometimes very annoying kidney and 
bladder symptoms. Forty per cent have urethral 
strictures, genital tuberculosis, or fistule. Only 
three show marked benefit; these still have cloudy 
urine and excrete tubercle bacilli periodically, but 
otherwise are free from symptoms. In one case a 
complete cure resulted from autonephrectomy. The 


tuberculous kidney underwent connective tissue 
degeneration after its complete destruction and the 
ureter became completely occluded. The efiect of 
the loss of one kidney on the function and resistance 
to infection of the other kidney was not great, but 
in no less than one-third of the cases which are 
ultimately fatal death is due to tuberculosis of the 
other kidney. SCHUENEMANN (Z). 


Reschke, K.: Paranephritis and Carbuncle of the 
Kidney (Ueber Paranephritis und Nierenkarbun- 
kel). Arch. f. klin. Chir., 1924, cxxix, 303. 


The first part of this article deals with the disease 
picture of paranephritis on the basis of seventy-two 
cases from the Greifswald Surgical Clinic. The 
author discusses the symptoms of the disease in the 
order of their appearance. 

The frequently mentioned curvature of the spine, 
which serves the purpose of relaxing the inflamma- 
tory parts, Reschke observed four times. Its low 
incidence he attributes to the fact that as a rule the 
patients are examined in the dorsal position, in 
which a curvature is easily overlooked. Flexion of 
the hip he observed twenty times. This is due, not 
to an active contraction of the psoas muscle, but to 
its relaxation as a result of activity of the sartorius 
and rectus femoris muscles. 

Exploratory puncture is condemned because it is 
not harmless and because in cases of large abscess 
it is unnecessary and in cases of small abscess or 
beginning paranephritis it does not give sufficient 
information. Occasionally fluoroscopic examination 
is of aid, especially in the differentiation from plcu- 
risy. Ischuria, which has never been mentioned 
as a symptom, Reschke observed five times in be- 
ginning as well as in the fully developed disease. 
Paranephritis develops in connection with inflam- 
matory diseases of adjacent organs by direct exten- 
sion in the connective tissue or by way of the 
lymphatics, or from distant inflammatory processes 
as a metastasis. In the latter type of case it is 
difficult to determine whether it is an independent 
metastasis or has its origin in metastatic abscesses 
of the kidney. The author admits the possibility of 
making a diagnosis of metastatic suppuration of the 
kidney previous to the development of a_para- 
nephritic abscess. However, in fully developed 
paranephritis, the source of the infection in a renal 
focus cannot be determined from abnormal findings 
in the urine. 

The seventy-two cases reviewed included twenty- 
one cases of furuncle and carbuncle, two cases of 
paronychia, three cases of suppurating wounds, four 
cases of angina, one case of suppurative frontal 
sinusitis, one case of scarlet fever, one case of gonor- 
rhoea, two cases of cystitis, one case of prostatic 
abscess, one case of pyelitis, five cases of calculus, 
one case of perforation of a gastric ulcer, and one 
case of perforation of a duodenal ulcer. The rest of 
the patients could not give the source of the in/ec- 
tion. Injuries in the kidney region were mentioned 
four times. 
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In regard to the course of the disease, the author 
emphasizes the fact that spontaneous retrogression 
occurs frequently. Nine of the seventy-two patients 
died. 

Shrinkage of the renal capsule as a sequel of the 
paranephritis, with marked reaction upon the renal 
parenchyma and the function of the kidney, was 
observed repeatedly. The involvement of one kid- 
ney is not without its effect on the other. In 
Reschke’s cases the catheterization of both ureters 
repeatedly revealed abnormality of the urine. In 
these cases it was impossible to determine whether 
the paranephritic abscess had injured both kidneys, 
whether the suppuration of one kidney had led to 
a paranephritic abscess and injury of the other 
kidney, or even whether both kidneys were the site 
of suppuration. A kidney with a sclerotic capsule 
is seriously diseased and must be extirpated, pro- 
vided the condition of the other kidney allows it. 

Intracapsular extirpation of the kidney is indi- 
cated. In regard to the treatment of the fully de- 
veloped paranephritic abscess, Reschke states that 
in one case simple incision of the abscess was suf- 
ficient. Of the seventy-two patients, fifty-one re- 
covered after simple incision without any attempt 
to reach the kidney. In the early stage of para- 
nephritis, on the other hand, it is well to expose the 
kidney, examine it, and operate upon it directly if 
necessary. 

The author’s experience with carbuncle of the 
kidney is based upon four cases, one of which ended 
fatally. The diagnosis of carbuncle of the kidney is 
difficult. The urinary findings are indefinite. Func- 
tional tests of the kidney should never be omitted. 
The presence of an intrarenal suppurative process 
should be thought of when, in addition to the gen- 
eral symptoms, a portal of entry for the bacteria is 
demonstrable, when there is spontaneous pain and 
tenderness under the twelfth rib, and when the kid- 
ney is felt to be enlarged. It is impossible to say 
whether a simple or multiple abscess or a carbuncle 
of the kidney is present. 

As regards operative interference, the author main- 
tains that as much of the renal parenchyma should 
be saved as possible, since it is never known how 
much of the other kidney has remained intact. The 
simple splitting operation, such as that used in 
paranephritis, is not sufficient in carbuncle of the 
kidney; extirpation must be done. Bove (Z). 


Smith, G. G.: Ureteral Calculus. Bosion M.&S.J., 
1924, CXCl, 435. 

Smith discusses the cause of renal and ureteral 
stones and reports a clinical study of fifty-six cases 
of calculus in the ureter. 

In twelve of his cases he found it impossible to 
make a positive diagnosis of ureteral stone, but a 
combination of renal colic, hematuria, traumatized 
ureteral orifice, and complete cessation of symp- 
toms suggested that a stone had been passed. Ure- 
teral stone is suggested by severe, unilateral pain. 
In some instances the urine may not contain blood, 


and in others it may be entirely free from cellular 
elements. When a shadow is found in the roent- 
genogram, Smith identifies it with the aid of an 
opaque ureteral catheter, but believes that the best 
method of clinching the diagnosis is the injection of 
the ureter with sodium iodide. 

When first called to treat a case of ureteral colic, 
Smith advises the administration of large doses of 
morphine until the patient is free from severe pain. 
He recommends manipulation, but believes that at 
the present time many urologists are waiting too 
long before resorting to surgery. 

A description of the incisions used for high and 
low ureteral stones is given. 

Smith emphasizes the importance of complete, 
thorough drainage when the ureter must be opened 
and advises against too early removal of the drains. 

In the postoperative treatment the patient should 
be given plenty of water and pelvic lavage should 
be done to eradicate infection. 

GILBERT J. THomas; M.D. 


BLADDER, URETHRA, AND PENIS 


Bailey, H., and Huddy, G. P. B.: Extravasation of 
Urine: with Especial Reference to Periurethral 
Abscess. Brit. J. Surg., 1924, xii, 183. 


In a large majority of 107 cases of urinary extrav- 
asation periurethral abscess was found to be the 
antecedent factor. Major consideration is therefore 
given by the authors to the cases associated with 
this condition. The clinical features are presented 
and the differential diagnosis is discussed. The 
mortality is high. Indications in treatment are to 
combat the uremia and to mitigate blood infection. 

The different operative measures discussed are 
multiple incisions, multiple incisions combined with 
suprapubic cystotomy, and multiple incisions com- 
bined with perineal cystotomy. The authors prefer 
the last-mentioned procedure. They describe their 
operative technique and after-treatment in detail. 

The article is concluded with a brief discussion of 
extravasation of urine due to other causes than 
periurethral abscess. Joun G. CueetHam, M.D. 


GENITAL ORGANS 


Nicolaysen, N. A.: The Pathological Physiology of 
Prostatic Conditions (Bidrag til prostatikernes 
pathologiske fysiologi). Bergen: Grieg, 1924. 

The azotemia of prostatic conditions is variable 
to a degree unknown in renal diseases of internal 
medicine. The author studied the variations and 
the daily nitrogen-balance. In twenty cases of pros- 
tatic disease he found eleven with a pathological 
degree of azotemia, the height of which seemed to 
be influenced by the degree and duration of the 
bladder retention. Of nine patients with normal 
azotemia two died, and of eleven with increased 
azotemia seven died. 

The period of drainage by an in-dwelling catheter 
was characterized by a decreasing azotemia due to 
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superabundant excretion of nitrogen. This indicates 
improvement of the renal function. The postopera- 
tive period was characterized by an ascending azo- 
temia under superabundant excretion of nitrogen. 
This indicates pathologic endogenous nitrogen pro- 
duction; the renal function only exceptionally 
showed serious derangement. The period of con- 
valescence was characterized by a low azotamia, 
a positive nitrogen balance, and increasing weight. 
This means nitrogen deposition (regenerating proc- 
esses). In ten of fourteen cases the blood pressure 
showed very pronounced depressions. 

The methods of testing renal function were: 

1. Ambard’s constant. In the opinion of the 
author this gives the most reliable results. 

2. The phthalein method. This sometimes gives 
misleading results. 

3. Experimental polyuria. In the author’s opin- 
ion this is too dependent upon extrarenal factors to 
be of much value for determining the rena] function 
in prostatic disease. TorsTEN Rietz, M.D. 


Thomson-Walker, Sir J.: Views on Prostatectomy. 
Canadian M. Ass. J., 1924, xiv, 787. 


The author deals only with prostatectomy for 
simple enlargement of the prostate. His conclusions 
are based on 820 cases operated upon by the supra- 
pubic route with a mortality of 8.42 per cent. 

Most of the complications following prostatec- 
tomy, and particularly postoperative distention and 
the renal complications of sepsis and inefficiency, 
may be prevented by proper pre-operative treat- 
ment. Bowel complications are due to flatulent dis- 
tention from intestinal fermentation and exhaustion 
of the sympathetic nervous system resulting from 
uremia, intestinal toxemia, or shock. The type of 
patient most apt to develop these complications is 
the flatulent dyspeptic. In such cases a course of 
from four to six weeks of bowel treatment is advis- 
able—antiseptic and tonic treatment of the bowels 
and restriction of starchy foods and green vege- 
tables and saline purgatives are contra-indicated. 
Two nights before the operation the author’s pa- 
tients are given a dose of castor oil and on the 
morning of the day of operation the bowels are 
washed out. 

Clinical symptoms suggesting renal insufficiency 
are sometimes deceptive. Hence the necessity for a 
functional test. Many of the tests devised for de- 
termining renal function are too complicated. The 
author depends upon forced urea elimination and 
estimation of the blood urea. The forced urea 
elimination test comes nearer demonstrating the 
full functional] power of the kidney than any other. 
It consists in administering 15 gm. of urea in water 
by mouth and estimating the percentage of urea in 
the urine each hour for three hours. The test is 
made in the morning after the night’s fast. The 
first hour may be disregarded because of the di- 
uretic effect of the urea. When the urea content is 
2 per cent or over it indicates normal renal function. 
When it is between 1 and 2 per cent, renal function 


is impaired, and when it is below 1 per cent, renal 
function is seriously impaired. 

When there is severe impairment of renal func. 
tion the blood urea determination becomes impor- 
tant. In the cases of old men the figures usually 
accepted—from 20 to 25 mgm. per 100 ccm. of 
blood—are too low. Operation has been done suc- 
cessfully when the blood urea was 55, 61, 65, and 
85 mgm. per 100 c.cm. of blood. 

Our tests do not show what proportion of the 
reduction of renal function is due to obstruction and 
back-pressure and what is a permanent reduction 
due to chronic interstitial nephritis. The decision 
to operate or to refuse to operate in a case of en- 
larged prostate with impairment of renal function 
rests upon the experience of the surgeon rather than 
on the dicta of the laboratory. A reduced renal 
function may be adequate for the operation. The 
laboratory figures of renal function constitute only 
one factor in the prognosis of operation; others are 
the patient’s general build and constitution, the 
condition of other organs, the experience of the 
operator and of those who will have the immediate 
care of the patient after the operation, and the sur- 
roundings in which recovery from the operation will 
take place. 

The author discusses the advantages and disad- 
vantages of the two-stage operation. As the dis- 
advantages are obvious and of a nature to appeal 
to the patient, there must be very definite advan- 
tages in the method adopted. The author reserves 
the two-stage operation for the following types of 
cases: (1) those with chronic urinary retention, 
(2) those with sepsis, and (3) those in which cathe- 
terization is difficult or impossible and a serious 
complication such as bronchitis or pneumonia is 
present. Of the 820 cases reviewed, sixty-three (7.6 
per cent) were subjected to the two-stage operation. 

In cases of prostatic obstruction operation should 
be performed early before complications develop 
and irreparable damage is done. 

The author has modified the Freyer technique, 
which he calls a blind operation. He makes the 
suprapubic incision sufficiently large to allow the 
introduction of the hand within the muscular ab- 
dominal wall. Easy access to the apex of the pros- 
tate is thus obtained and the introduction of a 
finger into the rectum is rendered unnecessary. 
Enucleation is done with the gloved finger. Follow- 
ing the enucleation of the gland, bladder retractors 
are introduced and the field of operation is in- 
spected. All tags, shreds, semi-detached plaques of 
capsule, nodules of prostate, and loose strips oi 
urethra are carefully removed. When necessary, 4 
wedge-shaped piece is cut from the overhanging 
posterior edge. Sutures are placed to control hemor- 
rhage. Packing of the cavity with iodoform gauze 
is rarely necessary to control venous ooze. The 
objects of these modifications are: (1) to facilitate 
the approach to the prostate, (2) to control bleed- 
ing, (3) to reduce sepsis, and (4) to prevent post- 
operative obstruction. 
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The form of sepsis that occurs during convales- 
cence is an infection with the bacillus coli or a mixed 
infection in which this bacillus predominates. Fac- 
tors responsible for it are the rectal finger, a difficult 
approach to the gland through a small abdominal 
wound, the presence of shreds and tags of tissue in 
the wound which become necrotic and form a culture 
medium for bacteria, and the collection of stagnant 
urine, blood clots, and mucus in the prostatic cav- 
ity. To overcome the last-mentioned factor, the 
author ties a catheter in the urethra with the eye 
in the prostatic cavity, and irrigates the cavity and 
bladder daily. 

Sepsis present before operation may persist after- 
ward because of pyelitis, pyelonephritis, diverticu- 
lum of the bladder, or seminal vesiculitis. For the 
control of infection, treatment of these complica- 
tions is necessary. H. A. Fowter, M.D. 


Syms, P.: Prostatectomy under Sacral Anzsthe- 
sia. N. York State J. M., 1924, xxiv, 843. 

This article is a discussion of perineal prostatec- 
tomy and caudal anesthesia. The principal points 
are summarized as follows: 

1. The mortality of perineal prostatectomy is 
far lower than that of suprapubic prostatectomy. 

2. The median incision, with exposure by blunt 
dissection, is free from the risk of wounding the 
rectum. 

3. The exposure of the prostate is ample and 
satisfactory. 

4. The operation can be performed with the aid 
of vision. 

5. The convalescence is brief and usually com- 
fortable. 

6. Bladder function may be unimpaired by the 
operation. It should be fully restored within a few 
days. This is never possible after suprapubic 
prostatectomy. 

7. Hemorrhage is not a complication to be 
dreaded. It is one of the chief dangers of supra- 
pubic prostatectomy. 

8. Sacral anesthesia does away with the one 
great danger of this class of operations. 

9. Median perineal prostatectomy performed un- 
der sacral anesthesia is the safest procedure. 

G1LBERT J. THomas, M.D. 


Morson, A. C.: The Treatment of Carcinoma of 
the Prostate. Proc. Roy. Soc. Med., Lond., 1924, 
xvii, Sect. Urol., 43. 


There are two distinct types of malignant disease 
of the prostate: (1) adenocarcinoma, a complica- 
tion of simple enlargement; and (2) the scirrhous 
carcinoma. The signs and symptoms of the first are 
those commonly associated with simple hypertrophy, 
but hematuria may often be severe. The signs and 
symptoms of the second type are chiefly those con- 
nected with gradual contraction of the prostatic 
urethra. Hematuria is not common, and pain is 
present only after the disease has spread beyond 
the anatomical limits of the gland. 


After the enucleation of an enlarged prostate there 
is left a fibrous bag with smooth, avascular walls. 
Any bleeding comes from just beneath the mucous 
membrane at the base. In malignant disease exten- 
sion always takes place into the cellular tissue about 
the base and the region of the seminal vesicles. It 
never invades the rectal mucous membrane nor the 
triangular ligament. 

There are two methods for the removal of the 
malignant prostate: (1) removal of the diseased 
gland alone, a procedure comparable to removal of 
the breast without removal of the muscle, fascia, 
and lymphatics—an unsound procedure; and (2) 
removal by block dissection of the prostate, seminal 
vesicles, and all tissue lying between the base of 
the bladder and the anterior wall of the rectum. 

The radical operation may be performed by one 
of two routes—the perineal or the suprapubic. The 
use of the perineal route is advocated by Young. 
The author’s technique for the suprapubic opera- 
tion is as follows: 

With the patient in the Trendelenburg position 
the bladder is opened wide to obtain good exposure 
of the internal meatus and the bladder base. An 
incision is made around the internal meatus, the 
line of cleavage between growth and capsule is de- 
termined, and the prostate is enucleated with the 
finger. It is unnecessary to insert a finger in the 
rectum. After the prostate has been mobilized, it 
is drawn into the bladder with its attachments to 
the base of the bladder and the seminal vesicles still 
intact. The latter act like hinges. The rest of the 
operation is more difficult. As a good deal of hemor- 
rhage follows dissection of the seminal vesicles on 
their rectal side, it is necessary to tie the vessels in 
this region. Use is made of a suction pump to keep 
the field dry and maintain a clear view of the opera- 
tive field. It should be possible to find the vasa 
deferentia and to ligate and divide them. This 
assists in freeing the vesicles together with the base 
of the bladder. 

An incision is next made close to, and parallel 
with, the interureteric bar, sweeping around toward 
the vesicles, and the entire mass is separated from 
the anterior wall of the rectum by blunt dissection. 
At this point there is danger of buttonholing the 
rectal wall. The raw surface is covered as far as 
possible with flaps of mucous membrane. A catheter 
is placed in the urethra and a tube in the bladder. 

The author has performed this operation fourteen 
times during the past eighteen months. Postopera- 
tive complications are hemorrhage, rectovesical 
fistula, and cicatricial contracture at the internal 
meatus. Three patients died: one had a recto- 
vesical fistula; one developed a cellulitis secondary 
to a bedsore; and one died from shock. In the last 
case the left ureter was transplanted. A rectovesical 
fistula developed in two cases. In the eleven sur- 
viving patients no recurrence has been found to 
date. 

In the second part of his article Morson discusses 
the treatment of prostatic carcinoma with radium 
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and the X-ray. He deprecates the use of radium by 
rectum or urethra on account of the pain and 
tenesmus it causes. In this connection he reports 
the results he has obtained by burying radium 
within the growth. Of fifteen patients traced none 
is now alive. While the immediate results were 
always very satisfactory, the symptoms ultimately 
recurred. All of the patients except one died of 
pyelonephritis. From his experience Morson con- 
cludes that while radium will doubtless destroy the 
malignant mass, the stimulation of connective tissue 
cells results in the formation of dense fibrous tissue 
which ultimately produces contracture at the blad- 
der neck, resulting in retention and stenosis of the 
ureteral orifices and kidney complications. There- 
fore as long as the formation of fibrous tissue cannot 
be restricted with certainty, radium or X-ray ther- 
apy will not be the treatment of choice for prostatic 
cancer. H. A. Fowter, M.D. 


Mixter, C. G.: Undescended Testicle; Operative 
Treatment and End-Results. Surg., Gynec. & 
Obst., 1924, XXxix, 275. 


Several points that are still unsettled with regard 
to the improperly descended testicle are the best 
age at which to attempt to place the testicle in its 
proper site, the immediate operative result to be 
expected from surgical interference, and the devel- 
opment and function of the testicle after its replace- 
ment. This article is based on 207 cases. Most of 
the patients were children under 12 years of age. 

Operative failures may be divided into three 
classes: atrophy ensuing after operation at which a 
testicle normal in size and consistency was found; 
retraction without atrophy; and atrophy and retrac- 
tion occurring together. 

The author describes the operative technique as 
follows: 

An oblique incision is made over the inguinal 
canal and the aponeurosis of the external oblique is 
split from the external ring well beyond the internal 
ring. The fibrous remnant of the gubernaculum, 
continuing downward from the lower border of the 
hernial sac, is freed from its attachment in the 
scrotum and a hemostat is applied to facilitate trac- 
tion on the cord without injuring the testicle. A 
pouch for the testicle is prepared in the scrotum by 
breaking up the adhesions with the finger. To expose 
the testicle, which lies seemingly within the con- 
genital sac, the cremaster is divided and the sac 
opened high up near the internal ring. 

Separation of the sac from the cord is done with 
the utmost care as the vessels are spread out on the 
posterior surface of the sac in the form of a broad 
band and any considerable injury to the spermatic 
vessels in childhood is almost invariably followed 
by a greater or less degree of atrophy. The sac is 
cut across and ligated high up. The cremaster and 
fibrous coverings of the cord are completely re- 
moved. A tunica is formed from the lower end of 
the sac by means of a pursestring suture of plain 
catgut. Care is taken to avoid handling the de- 


nuded testicle in order to prevent postoperative 
swelling so far as possible. 

The internal ring is then dilated by the finger 
passed inward behind the peritoneum. The vas is 
seen leaving the vessels and passing downward and 
inward over the pulley-like margin of the trans- 
versalis fascia, the vessels continuing upward and 
inward. Generally little difficulty is experienced in 
obtaining sufficient length of the vas; at times it 
may even form a long loop far down into the scro- 
tum below the testis. To ensure relaxation of the 
vas and to improve the exposure for further dissec- 
tion the transversalis fascia is split downward from 
the internal ring to the deep epigastric artery. 
Division of the deep epigastric vessels or transposi- 
tion of the testicle and cord behind them gives only 
an insignificant increase in length of the cord as the 
only structure to benefit by this manceuvre is the 
vas, with which there is rarely any difficulty. 

A narrow retractor is introduced behind the peri- 
toneum beneath the upper margin of the internal 
ring, and by finger dissection the peritoneum is 
lifted up from the posterior abdominal wall. Then, 
by traction on the hemostat grasping the guber- 
naculum, fine fibrous bands anchoring the spermatic 
vessels to the posterior abdominal wall are defined 
and cut or torn across. These bands lie chiefly to 
the outer side of the vessels. When the cord is 
sufficiently lengthened to permit the testicle to lie 
in the scrotum without undue tension an unknotted 
temporary suture is taken through the gubernaculum 
and both ends are passed out through the scrotum 
and clamped to the operating sheet under tension, 
with care not to produce torsion of the cord when 
the testicle is drawn down. The entrance to the 
scrotum below the spine of the pubis is closed over 
the cord with a pursestring suture and the abdomi- 
nal wall is repaired in the routine manner for closure 
of an inguinal hernia without transplantation of the 
cord. The external ring is closed snugly around the 
cord, there being very slight danger of atrophy of 
the testicle from too tight closure. 

The article is summarized as follows: 

Operations for undescended testicle in childhood 
may be expected to yield a satisfactory result in 
from 75 to 80 per cent of the cases; i.e., the testicle 
remains in the scrotum and atrophy does not ensue. 

To attain such a result the spermatic circulation 
must be preserved and the cord lengthened sufii- 
ciently to allow the testicle to be placed in the 
scrotum without tension. 

In a certain number of cases, particularly those 
of the intra-abdominal variety, it will be necessary 
to section the spermatic vessels. When this is un- 
avoidable, atrophy occurs in 85 per cent of the 
testes. It is indicated in only about ro per cent of 
all cases. 

If atrophy ensues when the spermatic vessels are 
not divided, it is probably due to accidental tearing 
of some of the trunks during the operation or, if the 
cord is anchored to Poupart’s ligament, their inclu- 
sion in the stitches. 
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If the accompanying hernia becomes troublesome 
or other indications arise, operation may be under- 
taken at any age with the expectation of a good 
result. 

The best age for operation is between the fifth 
and twelfth year. At an earlier age the structures 
are so delicate that injury to the spermatic vessels 
is difficult to avoid. 

Orchidectomy should not be done in childhood. 
Replacement of the testicle in the abdomen is contra- 
indicated on account of the risk of a future malig- 
nancy. In even the most difficult cases, section of 
the spermatic vessels and transposition of the vas 
and its vessels behind the deep epigastric will make 
it possible to place the testicle in the scrotum. 

The examination of patients who were operated 
on in childhood with preservation of the spermatic 
circulation and who have passed the age of puberty 
frequently reveals, on palpation, a testicle that has 
apparently developed normally. 

The series of cases reviewed throw no light on the 
spermatogenic function of the undescended testicle 
subsequent to an operation performed before pu- 
berty. A study of bilateral cases will be necessary 
for data on this point. 

In no instance has there been a recurrence of the 
hernia. C. R. O’Crowtey, M.D. 


Burden, V. G.: True Bilateral Hermaphrodism 
with Periodic Hematuria. J. Urol., 1924, xii, 
153. 

The case reported is an instance of true hermaph- 
rodism of the bilateral type, as evidenced by the 
presence of ovaries and testes on both sides. There 


was proof also of the functional activity of the two 
different genital glands. A careful survey of the 
literature failed to reveal a similar case. 

The cause of the pain at the time of bleeding was 
not clear. Blackman recorded an instance of her- 
maphrodism in which there was a periodic discharge 
of blood from the urethra associated with severe, 
agonizing pain. During one of these attacks the 
patient succumbed. 

In their development, the excretory and uro- 
genital systems are intimately associated. Perio- 
dicity of hematuria is sometimes a feature in tumors 
of the bladder and kidney. In the case reported by 
the author such lesions were excluded by cystoscopic 
and pyelographic investigations. The relation of 
the time of the appearance of the blood in the urine 
to the act of micturition is of some diagnostic im- 
portance. Initial hematuria is rare, and usually 
comes from the anterior or posterior urethra. 
When the blood is mixed with the passed urine, its 
origin may be anywhere in the urinary tract. 
Terminal hematuria usually arises from the bladder 
or posterior urethra. In the case reported the 
bleeding was not characteristically terminal. The 
bladder was emptied without the appearance of 
blood, but in the effort to expel the last few drops of 
urine by voluntary contraction of the compressor 
urethral muscle, 1 or 2 drops of bright red blood issued 
from the external meatus. 

Nine months after operation, the patient report- 
ed that he had been perfectly well and was working 
as a teamster. He had been completely relieved of 
the periodic attacks of pain in the lower abdomen, 
and of bleeding from the urethra. 








CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Johansson, S.: Tuberculosis of Bones and Joints 
in Childhood (Ben- och ledtuberkulosen under 
barnaaldern). Stockholm: Marcus, 1924. 


Johansson’s study is based on 400 cases treated 
in the period from 1909 to 1923. Ninety-four pa- 
tients died. All of the others except six who could 
not be traced were re-examined; 85 per cent were 
re-examined by the author himself. Johansson con- 
cludes that in a large number of the cases treated 
as joint tuberculosis the affection was probably not 
tuberculosis. The best diagnostic aids are roent- 
genograms, guinea-pig tests, and microscopic ex- 
aminations. 

The total number of cases in Sweden is probably 
about 1,600, and the number of cases in children 
about 1,000. 

In 70 per cent ot the cases reviewed the patient’s 
home environment was poor, and in 50 per cent a 
source of infection was present. About half of the 
patients had diseased bronchial glands. Sixty per 
cent were boys. According to the frequency the 
conditions were: (1) spondylitis, (2) spina ventosa, 
(3) coxitis, and (4) gonitis. Twenty-one per cent 
of the cases showed multiple localization of the in- 
fection. In such cases the prognosis is unfavorable. 
The disease generally begins at about the third year 
of life. The mortality was 22 per cent (spondylitis, 
33 per cent; spina ventosa, 13 per cent). In 4o per 
cent of the fatal cases death was due to meningeal 
tuberculosis, and in 22 per cent to tuberculosis of 
the lungs. TorstEN Rietz, M.D. 


Lombard, P., Beguet, M., and Goinard, P.: The 
Treatment of Gonorrheeal Arthritis by Intra- 
Articular Injections of Antigonococcus Vac- 
cine (Traitement de l’arthrite 4 gonocoques par 
Vinjection intro-articulaire de vaccin antigonococ- 
cique). Bull. de mém. Soc. nat. de chir., 1924, 1, 783. 


The authors report two cases of gonorrhceal 
arthritis treated by injections of gonococcus vac- 
cine. In the first, that of a 22-year-old woman with 
gonorrhceal vaginitis, there were attacks of severe 
pain in the left knee. The arthritis was of the 
phlegmonous type and puncture evacuated a puru- 
lent fluid containing large numbers of gonococci. 
After the first puncture, 14 c.cm. of antigonococcus 
vaccine was injected into the cavity. Puncturing 
and the injection of increasing doses of vaccine (up 
to 1 c.cm.) were then done every two days. Amelio- 
ration was evident after the second injection and 
recovery was complete in a month. 

The evolution of the second case was somewhat 
different. The patient, a 25-year-old man who had 
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previously suffered with joint disease, experienced 
a very acute attack of articular rheumatism eight 
days after an attack of gonorrhoea. Almost all of 
his joints were involved. During the period of sey- 
eral months in which he was confined to bed various 
types of treatment were tried without benefit. After 
two years the patient had a hydarthrosis of the left 
knee which bacteriological examination proved to 
be due to gonococci. Attempts at ordinary vaccino- 
therapy failed three times, but an intra-articular 
injection of 1% c.cm. of antigonococcus vaccine, 
which provoked a local reaction and an extremely 
violent general reaction characterized by fever, pro- 
found adynamia, uncontrollable vomiting, and albu- 
minuria, was followed by absorption of the knee 
effusion and a lasting cure. W. A. BRENNAN. 


Henderson, M.S.: Surgery in Cases of Tuberculous 
Arthritis. J.-Lancet, 1924, xliv, 411. 


The author describes what he regards the modern 
surgical methods of treating tuberculous joints. The 
etiology, diagnosis, pathology, complications, and 
treatment of joint tuberculosis are discussed in gen- 
eral and a report is given of the cases treated at the 
Mayo Clinic during 1923. 

It is pointed out that, in considering the etiology, 
it must be remembered that tuberculous bone and 
lesions of the joint are always secondary to some 
other focus. Mention is made of the work of Miller, 
Mitchell, Frazer, and Stiles on the etiology of sur- 
gical tuberculosis. Diagnoses have been made on 
clinical data supported, when possible, by tissue 
examination and guinea-pig tests. 

Emphasis is placed on the difference in the types 
of the disease seen in children and those seen in 
adults, which is explained by the differences in the 
structure of the tissues. Whether or not the infec- 
tion is primary in the synovial membrane or in the 
bone is still a matter for discussion. The author be- 
lieves that the infection may begin in either location 
and spread to the other. In a wide experience in 
resecting adult knees, he has found large abscesses 
of bone to be the rule, while in the operative exam- 
ination of a limited number of children’s knees such 
abscesses were discovered only exceptionally. Hence, 
it would appear that involvement of the bone 1s 
more common in adults, while synovial disease 1s 
more common in children. 

In considering complications Henderson points 
out that unilateral tuberculosis of the kidney should 
receive attention before the tuberculous joint. Cold 
abscesses should usually be left alone, but if their 
presence causes trouble mechanically they should 
be aspirated and possibly injected with iodoform 
emulsion. In low-grade secondary infections the 
abscesses may be treated similarly, but in septic 
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abscesses full drainage is indicated. Amyloid de- 
generation is not seen today as frequently as in the 
past. Meningitis is uncommon; the author does not 
believe that surgery is an exciting cause. He has 
abandoned the use of tuberculin. Mild secondary 
infection may lead to ankylosis and thus be a bless- 
ing; tuberculous infection alone rarely brings about 
ankylosis. 

The following cardinal principles may be applied 
in the treatment of tuberculous joints: 

1. A tuberculous joint is always secondary to 
some other focus. 

2. The virulence of the organism varies as does 
the resistance of the host. 

3. Conservative measures are usually indicated 
for children, while more radical measures should be 
used for adults. 

4. Because of its structure and function, each 
joint presents peculiarities influencing the choice of 
treatment in each case. 

Ankylosis in a favorable position is a fortunate 
result. However, in children, and occasionally in 
adults, a normal range of motion and function may 
be obtained. 

In 1923 fourteen males and fourteen females with 
tuberculosis of the spine were treated at the Mayo 
Clinic. The average age was 31 years. Infectious 
diseases were considered the cause in nine cases, 
while trauma seemed a factor in four. In two cases 
there was a family history of tuberculosis, and in 
eleven cases other foci of tuberculosis were found 
(nine of these, with the aid of the X-ray, were diag- 
nosed as lesions of the lung but the diagnosis was not 
substantiated by positive sputum findings). The av- 
erage duration of symptoms was from two to three 
years. The Albee operation was performed in nine- 
teen cases, and the Hibbs operation in nine. The 
paraplegia found in three cases was relieved. Postop- 
erative rest in bed on a Bradford frame was given 
for at least six weeks, and a Taylor back-brace was 
ordered to be worn for a year after the subsidence 
of allsymptoms. General antituberculosis measures 
were instituted. 

Of eighteen tuberculous knees, sixteen were re- 
sected (ten of these had definite bony abscesses), 
one was treated by synovectomy, and one was am- 
putated. The average age was 26 years. Infectious 
diseases seemed to be responsible in four instances, 
and trauma was a factor in ten. In three cases 
there was a family history of tuberculosis, and in 
seven there was evidence of some other tuberculous 
locus. The average duration of symptoms was seven 
years. Postoperative fixation was maintained by 
casts; When union was considered strong enough 
these were supplanted by stiff-legged braces. In a 
case of tuberculosis of the knee in a patient over 50 
years of age amputation is usually indicated. 

Of sixteen tuberculous hips, five were in males, 
and thirteen were in females. The average age of 
the patients was 22 years. The cause in three cases 
seemed to be an infectious disease. Trauma was a 
lactor in six. In eight, there was a family history 


of tuberculosis. The treatments instituted were 
forcible correction of deformities followed by fixa- 
tion in plaster, the correction of deformities by 
osteotomy followed by fixation in plaster, arthro- 
desis, and the aspiration and injection of abscesses. 

For tuberculosis of the wrist joint a cock-up splint 
was frequently used. Resection or arthrodesis was 
only rarely considered advisable. Tuberculous teno- 
synovitis may spread to the joint; hence the argu- 
ment for surgical removal of the tendon sheaths 
involved. The author has obtained very satisfac- 
tory results from evacuation of the tendon sheath 
and the injection of iodoform emulsion. 

For the elbow, conservative splinting is deemed 
best in most cases, but in some instances arthro- 
desis may be advisable. 

A tuberculous shoulder that is very painful is best 
treated by excision of the head of the humerus and 
the formation of a flail joint. 

Tuberculosis of the sacro-iliac articulation is 
sometimes relieved by the rupture of abscesses with 
consequent secondary infection leading to ankylosis. 
In one case arthrodesis with relief of pain was ac- 
complished in three months. 

It is considered important to guard the patient’s 
general health after operation. Cod liver oil and 
syrup iodide of iron are placed first in the list of 
medicaments. A plentiful amount of food of good 
quality and heliotherapy are also important. 


Salomon, A.: Clinical and Experimental Investiga- 
tions on the Healing of Injuries of Tendons, 
Especially Within the Tendon Sheaths (Klin- 
ische und experimentelle Untersuchungen ueber 
Heilung von Sehnenverletzungen, insbesondere in- 
nerhalb der Sehnenscheiden). Arch. f. klin. Chir., 
1924, CXXiX, 397. 

Although the suture of a tendon without a sheath 
almost always leads to complete restoration, the 
suture of a tendon within its sheath seldom results 
in smooth union, even in the absence of infection. 
The latter fact is attributable to the influence of hor- 
mones in the fluid of the tendon sheath and to tense 
retraction of the tendon. This view is supported by 
the following findings in experiments on animals: 

1. A true regeneration of the tendon occurred 
after extirpation of the tendon sheath, even without 
suture of the divided tendon. 

2. The defect produced by excision of a piece of 
a tendon with its enclosing sheath and filled in with 
a piece of tendon without a sheath resulted in heal- 
ing without the formation of a new sheath. 

3. A piece of tendon resected within the sheath 
and replaced in the reversed position did not heal 
in but was slowly resorbed and, by stimulation, 
excited the formation of tendon anew so that a 
thin tendon-like connection developed between the 
two resection stumps. 

4. If it was possible by means of a tenotomy to 
hold together the ends of a tendon cut within its 
sheath, direct union resulted, but a space, even if 
small, did not become bridged over. 
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5. With proper fixation, divided tendons having 
no sheaths healed with or without suture. 

When the tendon is enclosed by a sheath, either 
the sheath should be extirpated or a tenotomy should 
be added to the suture. To prevent retraction the 
author passed a needle transversely through the 
central stump and then stretched the tendon, but 
the originally good result was ruined by infection. 

VORDERBRUEGGE (Z). 


Sorrel, E., and Delahaye, A.: Growth Epiphysitis, 
Particularly the Painful Vertebral Epiphysitis 
of Adolescents (Des épiphysites de croissance et en 
particulier de l’épiphysite vertébrale douleureuse des 
adolescents). Presse méd., Par., 1924, xxxii, 737. 

The clinical picture of “growing pains” has long 
been known, but it is only recently that it has 
been termed “epiphysitis” or “‘apophysitis.”” Such 
pains have rarely been referred to the vertebral 
column. In the examination of tuberculous or ar- 
thritic children the authors have found that painful 
vertebral epiphysitis of adolescence is far from rare. 

During a period of four and one-half years they 

discovered it in twenty-five children, the majority 

of whom were believed to have Pott’s disease. 

Typical case histories are given. The patients are 
usually between 12 and 18 years of age and com- 
plain of dorsolumbar pain which is not of the radi- 
ating type generally characteristic of Pott’s disease. 

Vertebral stiffness and some pain on pressure over 

the transverse processes are noted. There is a his- 

tory of recent rapid growth and often of pain in the 
joints. Absence of the usual X-ray signs of articular 
tuberculosis does not necessarily exclude Pott’s dis- 
ease, but if an abnormal precocious ossification of 
epiphyseal points is observed the probability that 
the case is one of painful epiphysitis becomes much 
greater. Biological reactions also will help to ex- 
clude tuberculosis and syphilis. The diagnosis may 
often remain in doubt, but a point which the author 

emphasizes is that, in the absence of clear signs, a 

diagnosis of Pott’s disease should not be made. 

Doubtful cases should be treated by rest in bed and 

kept under constant medical supervision until the 

diagnosis becomes possible. W. A. BRENNAN. 


Schueller, M. P.: Sacralization of the Fifth Lum- 
bar Vertebra, with Particular Reference to Its 
Clinical Recognition (Die Sakralization des 5s. 
Lendenwirbels, mit besonderer Beruecksichtigung 
ihrer klinischen Bewertung). Beitr. z. klin. Chir., 
1924, CXxxi, 281. 


By the term “‘sacralization of the fifth lumbar 
vertebra” is meant a purely developmental process 
in which the last lumbar vertebra loses its character 
as a lumbar vertebra and, either entirely or par- 
tially, assumes the form of a sacral vertebra. A 
vertebra is thus formed which combines the charac- 
teristics of both the lumbar and the sacral region. 

The causes that lead to such an anomaly have 
not yet been determined. That sacralization is not 
rare is evident from the fact that at the Breslau 


clinic it was found in six (23 per cent) of a series of 
twenty-five pelves examined. Recently certain jp- 
vestigators have claimed that there is a relationship 
between sacralization of the fifth lumbar vertebra 
and lumbar neuralgia resembling sciatica, and for 
relief of the pain have recommended the removal of 
the transverse process responsible. 

The author reports from the Kuettner clinic eight 
cases in which, in spite of more or less marked union, 
there was never any pain. In five of these cascs the 
sacralization was on the left side, in two on the 
right, and in one bilateral. In two it was discovered 
accidentally, and in four it was complicated by spina 
bifida. One case showed a congenital defect of the 
upper extremities and a pronounced kyphoscoliosis 
of the thoracic vertebra. 

An etiological relationship of the condition to the 
symptoms complained of may be assumed only 
when all other causes for these symptoms can be 
definitely excluded. In the presence of a true 
sciatica or lumbago this is extremely difficult. 

On the basis of his experience, the author rejects 
the theory that pain is characteristic of sacralization 
and that active surgical therapy is indicated. 

Bove (Z). 


Mauclaire: Atrophy of the Body of the Sixth Lum- 
bar Vertebra with Sacralization of the Trans- 
verse Processes (6° vertébre lombaire avec le corps 
vertébral atrophié et avec les apophyses transverses 
sacralisées). Bull. et mém. Soc. nat. de chir., 1924, 
1, 807. 

The case reported by Mauclaire was that of a 
woman 25 years of age who fell on her back. The 
X-ray revealed atrophy of the body of the sixth 
lumbar vertebra and hypertrophy of the transverse 
processes (bilateral sacralization). It was not a case 
of lumbarization of the first sacral vertebra. 

Other cases of sacralization of the sixth lumbar 
vertebra have been reported in recent literature. 
Mauclaire has reported also a case without atrophy. 

W. A. BRENNAN. 


Nussbaum, A.: The Arteries of the Epiphyses of 
the Femur and Their Relationship to Normal 
and Pathological Processes (Die arteriellen Ge- 
faesse der Epiphysen des Oberschenkels und ihre 
Beziehungen zu normalen und pathologischen Vor- 
gaengen). Beitr. z. klin. Chir., 1924, CXXX, 495. 


Since the epiphyseal vascular system represents 
an independent collateral network which receives 
its blood supply only through the periosteum across 
the epiphyseal layer and through the ligaments and 
muscles in the vicinity of the articular ends of bone, 
an arrest of the circulation in the epiphyses can be 
obtained only by complete skeletonization. In this 
article the author reports the effect of this pro- 
cedure upon bone and the epiphyseal cartilage. 

The investigations showed that the cartilage is 
not destroyed but grows and becomes thicker. When 
it is cut off from the circulation it must be nourished 
only by the synovia. The centers of ossification 
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become completely necrotic but are restored rela- 
tively rapidly through the ingrowth of young vascu- 
lar connective tissue originating in the metaphysis. 
Like the diaphysis, the epiphyseal nucleus grows 
out ol the intermediary cartilage from the articular 
cartilage, while the blood vessels and primary med- 
ullary spaces crowd toward the proliferated articu- 
lar cartilage, the cells of which burst and form 
seams of bone. 

The pathologico-anatomical processes in experi- 
mental necrotization of the epiphysis are exactly 
the same as those of juvenile osteochondritis de- 
jormans (Perthes’ disease), viz., broadening of the 
articular cleft and flattening of the epiphysis with 
thickening due to cartilage and a zone of broken 
bone between it and the articular cartilage. 

Clarification occurs partly in the form of the 
wedge-shaped focus described by Axhausen as the 


result of previously occurring regeneration of the ~ 


borders and partly in strips as the result of the 
penetration of young tissue into the necrotic por- 
tions of the nucleus of the head of the femur, or as 
round areas due to the formation of islands of con- 
nective tissue and cartilage. The latter are ex- 
plaincd, not by the transformation of bone into 
cartilage, the new formation of cartilage, or the dis- 
placement of growing cartilage, but by the persis- 
tence of rests of the proliferated articular cartilage 
between the regenerated bone of the epiphyseal 
nucleus. 

From these experimental findings the author con- 
cludes that Perthes’ disease is due to circulatory 
disturbances affecting all of the afferent blood ves- 
sels. He does not answer definitely the question as 
to whether infectious or traumatic processes play a 
réle but states that the occurrence of the condition 
aiter the reduction of congenital dislocation of the 
hip suggests that trauma may be a factor. Since 
the cartilaginous layer is not permeated by blood 
vesscls and complete separation of the periosteum 
is unlikely to occur, displacements of the epiphysis 
are not followed by disturbances of nutrition. The 
author excludes embolic processes also. Juvenile 
osteochondritis has some external characteristics in 
common with arthritis deformans, such as the pene- 
tration of medullary spaces toward the articular 
cartilage and the formation of islands of cartilage, 
but even when it is produced experimentally, it 
leads to rapid restitution unless deformity of the 
entire head of the femur has occurred. 

Molding operations on the cartilaginous covering 

are absolutely contra-indicated because the cartilage 
itself is the source of regeneration. The numerous 
details of these very interesting results cannot be 
given in an abstract. 
_ In conclusion the author calls attention to the 
fact that in the recent literature the terms “‘synovia”’ 
and “synovial membrane” are being used inter- 
changeably, whereas ‘‘synovia” should be applied 
only to the articular lubricant, and “‘synovial mem- 
brane” only to the internal membrane of the joint 
Which supplies the lubricant. SIEVERS (Z). 


Jean and Auvray: Cysts of the External Semilunar 
Cartilage of the Knee—Chronic Pseudocystic 
Meniscitis (Kystes du cartilage semi-lunaire ex- 
terne du genou—méniscite chronique pseudo-kys- 
tique). Bull. et mém. Soc. nat. de chir., 1924, |, 775. 


Cysts of the external semilunar cartilage of the 
knee were first reported in the German literature in 
1904. The two first cases appearing in the American 
literature were reported recently by Phemister. 

Jean’s three cases, the first reported in French 
literature, bring the total number up to eighteen. 
Thirteen of the eighteen patients were men. The 
average age was about 25 years. In many of the 
cases, and in all of those reported by Jean, a history 
of injury was given. In one case a distinct fluctua- 
tion was noted on palpation. 

All of the cysts were found in the center of the 
external cartilage near the external lateral ligament. 
There was no articular reaction, but all of the pa- 
tients complained of marked functional disturbance 
and pain on movement. 

The frequency of traumatic lesions of the meniscus 
as compared with the rarity of cysts causes the 
latter to be mistaken frequently for traumatic le- 
sions. If the nature of the lesion is suspected, an 
exploratory puncture will usually verify the diag- 
nosis. 

As spontaneous disappearance of cysts of the 
external semilunar cartilage has never been ob- 
served, surgical treatment is necessary. Ablation 
of the cyst alone does not suffice, as it is very often 
followed by recurrence. Ablation of the meniscus 
is usually necessary. In Jean’s cases a subtotal 
meniscectomy was done, the extreme point of the 
posterior cornua being left. Following this opera- 
tion the patients recovered complete function of the 
knee joint and were able to resume their occu- 
pations. 

From the histological examination of the speci- 
mens removed Jean concludes that they are pseudo- 
cystic formations due to the degeneration of fibro- 
cartilage from an unknown cause. 

W. A. BRENNAN. 


Allison, N.: Tuberculosis of the Knee: The Im- 
portance of Diagnosis. J. Am. M. Ass., 1924, 
Ixxxiii, 750. 

In suspected cases of tuberculosis of the knee an 
early positive diagnosis is of great importance. The 
history, physical findings, clinical signs, and tem- 
perature curve are of value, but only as circum- 
stantial evidence. Roentgen-ray findings may be 
entirely lacking, but are usually inconclusive because 
syphilis and gonorrhoea may produce similar pic- 
tures, and in tuberculosis active new bone formation 
may occur. 

Of the physiological tests, Pirquet’s test remains 
the best, but it is of more value when it is negative 
than when it is positive, especially in children. 
Microscopic examination and animal inoculations of 
tissue from the joint, when properly done, leave no 
doubt as to the diagnosis if both are positive, but 
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a positive diagnosis of tuberculosis is possible by 
either. When both tests are negative we may as- 
sume that the joint is not tuberculous. Occasionally 
the microscopic picture may be difficult to distin- 
guish from that of syphilis. In such cases a positive 
guinea-pig inoculation is conclusive, but a Wasser- 
mann test should always be made in addition. 

The tuberculous knee becomes well by becoming 
ankylosed, and as early ankylosis is the object of 
surgical treatment, operation for diagnosis is indi- 
cated when there is circumstantial evidence of tuber- 
culosis. Early diagnosis and early surgical treatment 
offer the best hope of cure. 

Cuester C. Guy, M.D. 


Mapes, C. C.: ‘*Gonorrheeal” Calcaneal Periosto- 
sis: An Ancient Mythical Conception. /nternat. 
J. Med. & Surg., 1924, xxxvii, 396. 

Mapes takes issue with the modern medico- 
chirurgical writers who continue to accept as cor- 
rect the obviously fallacious theories, descriptions, 
expressions, etc. formulated by the ancients who 
understood little of anatomy, less of physiology and 
pathology, and nothing of bacteriology and the eti- 
ology of disease, benign or malignant, limited or un- 
limited, contagious or non-contagious. He maintains 
that the term ‘‘ gonococcus”’ (meaning semen berry) 
and its derivatives, “gonorrhoea” and ‘‘gonor- 
rheeal,”’ are totally unscientific, inexact, and absurd. 

He states that there is no relationship between 
neisserian invasion and osseous excrescences in any 
anatomical location, such a conception indicating 
ignorance of pathology. Calcaneal periostitis, the 
only type hitherto presumed to be due to neisserian 
invasion, occurs most frequently in persons with a 
negative venereal history. The factor responsible 
for osseous hypernutrition with resulting exostoses 
or osteophytes remains unknown. The treatment 
of the condition is distinctly surgical. The adminis- 
tration of vaccines, phylacogens, etc. is useless. 

Cuester C. Scunemer, M.D. 


FRACTURES AND DISLOCATIONS 


Zierold, A. A.: Reaction of Bone to Various Metals. 
Arch. Surg., 1924, ix, 365. 


Following a review of the history of the use of 
metals in wounds and the treatment of fractures, 
the author reports a number of experiments in which 
various metals were implanted in the bones of dogs. 
The technique of implantation of the various metals 
is described and the gross and microscopic studies 
are illustrated by photographs and photomicro- 
graphs. ° 

It was found that gold, aluminum, and stellite 
are readily tolerated by bone and tend to become 
incapsulated with but little hindrance to the repara- 
tive processes. They are inert materials unaffected 
by living cells or body fluids. Silver and lead are 
only slightly less tolerable to bone but are easily 
corroded and cause a slightly greater connective 
tissue response. Zinc goes into solution readily; it 


interferes with bone regeneration and does not be. 
come encapulated by it. 

Nickel has a distinctly injurious effect on bone 
growths. It is soluble in the tissue, and the tissue 
makes little attempt to retain it. Magnesium has 
little action other than stimulation of the connec. 
tive tissue. It retards rather than accelerates bone 
production. Copper causes definite stimulation to 
bone production although it is slowly absorbed 
Steel and, to a less degree, iron definitely inhibit 
bone regeneration. Steel, which is poorly tolerated 
and readily soluble, seems least suitable of all metals 
for bone prosthesis. Herman C. Scuumm, M.D. 


Santee, H. E.: Fractures About the Upper End of 
the Humerus. Ann. Surg., 1924, Ixxx, 103. 


This article is based on a study of seventy-five 
consecutive cases of fracture of the head, neck, and 
adjacent portion of the humeral shaft at the Belle. 
vue Hospital, New York. 

The average age of the patients was 50.4 years. 
All of the fractures except three were caused by di- 
rect violence. One was due to a fall on the palm oj 
the hand; another, a spiral fracture, was clue toa 
fall on the elbow; and another to a fall on the 
extended arm. The fractures are grouped as follows: 

1. Anatomical neck, four cases; three simple and 
one with dislocation. 

2. Greater tuberosity, five cases; four simple, 
one with dislocation. 

3. Lesser tuberosity, two cases, both with dislo- 
cation. 

4. Surgical neck, sixty-four cases; thirteen 
simple, thirty-one simple with displacement, seven- 
teen comminuted with displacement of the neck and 
greater tuberosity, three with dislocation. 

There were five cases of isolated fracture of the 
greater tuberosity. This may result in limitation of 
motion and loss of power for months. It should be 
treated as a major injury by suspension, abduction, 
and external rotation. In two cases the lesser 
trochanter alone was fractured and displaced down- 
ward. This is a rare fracture. 

Impacted fractures of the surgical neck are un- 
common. In many which are called impacted the 
fragments are merely interlaced without being 
jammed together as in a true impaction. 

The usual displacement (almost typical) i 
fractures of the surgical neck is abduction and 
external rotation of the proximal fragment with 
inward and upward displacement of the distal 
fragment. 

All fractures around the shoulder should be recog- 
nized as potential sources of serious disability. The 
usual manifestations of disability are limitation 0! 
abduction and rotation and loss of power. In the 


-arlier cases in this group a great variety of methods 
were used. In the later ones treatment by suspension 
and traction in extreme abduction and external 
rotation became almost routine. This method 1 
contra-indicated, however, when there is great 1n- 
ward displacment of the proximal fragment because 
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it exaggerates the deformity. In such cases the 
abduction must be very slight at first, and then 
gradually increased from day to day. Suspension 
and traction should be maintained for four weeks. 
At the end of that time the patient may be allowed 
to get up and massage and exercises should be begun. 

In the series of cases reviewed six were operated 
upon, but the results were uniformly discouraging 
in that they were no better than those in similar 
cases not operated upon. 

Of nineteen patients traced, fifteen had good 
function of the shoulders after from two to nine 
months, two had only fair function, and two had 
poor function. Wiriiam A, Crark, M.D. 


Auvigne, R. P.: The End-Results in a Series of 
Osteosyntheses Executed Since 1911 for Closed 
Humeral Fractures (Série d’osteosynthéses pour 
fractures humerales fermées executées depuis 1911 
avec les résultats éloignés). Presse méd., Par., 1924, 
XXXil, 704. 

The author reviews the results in a series of twenty 
cases of osteosynthesis for closed fractures of the 
humerus executed by Fredet. The series is of value 
as it gives the results obtained in a period of thir- 
teen years by the same type of operation performed 
by the same surgeon. Each patient was examined 
periodically, both anatomically and with the X-ray, 
and the clinical functional results were noted. Most 
of the cases were severe traumatic cases in which 
good results could not have been expected from 
non-operative methods. 

Of the twenty cases one was operated upon more 
than twelve years ago, five more than ten years ago, 
four more than five years ago, and the others more 
than one, two, or three years ago. 

From the point of view of function the results in 
all cases of diaphyseal fractures are excellent. Of 
two fractures of the neck of the humerus, one is 
recent. In the other, which occurred more than 
three years ago, movements of rotation and projec- 
tion of the arm have their normal amplitude and 
true abduction exceeds 45 degrees. Of three cases 
of fractures of the humeral shaft, one cannot be 
traced. In another the functional result was very 
good after seven months. In the third, flexion, 
supination, and pronation were normal and exten- 
sion exceeded 150 degrees after three and one-half 
years. 

From the anatomical point of view, the callus is 
fusiform and sometimes voluminous, but painless. 
Its evolution seems completed toward the end of 
the sixth month. During its evolution it appears to 
pass through two stages, the first, one of exuberance, 
the second, one of consolidation. 

Auvigne finds that osteosynthesis is indicated in 
any closed humeral fracture which cannot be re- 
duced by ordinary means. When there are no spe- 
cial contra-indications it should be done within the 
first four or five days. Asepsis is essential. A trans- 
verse or only slightly oblique fracture calls for a 
plate, while a very oblique fracture calls for wire 


circling. A complex fracture may require a mixed 
type of synthesis. When the technique is correct 
and asepsis is perfect, early definite coaptation is 
assured. The suture material becomes incorporated 
in the callus and ‘should be removed in only rare 
cases. W. A. BRENNAN. 


Schultz, P. J.: Observations and Results in the 
Non-Operative Treatment of Congenital Dis- 
location of the Hip (Erfahrungen und Ergebnisse 
bei der unblutigen Behandlung der angeborenen 
Hueftgelenksverrenkung). Zischr. f. orihop. Chir., 
1924, xlili, 528. 

This article is a detailed report on 349 cases of 
congenital dislocation of the hip treated during the 
last ten years. Reduction was effected by a com- 
bination of manipulation and traction over the 
upper margin of the acetabulum. The advantages 
and technique of this method are discussed. 

For retention of the reduction a plaster-of-Paris 
cast is applied for two periods of two or three 
months. In the first cast the hip is placed in ab- 
duction between 130 and 140 degrees, inward rota- 
tion, and extension. This position is not very stable, 
but offers the most favorable conditions for shrink- 
age of the capsule. In order to hasten shrinkage, 
absolute alcohol is injected into the capsule. If it 
is found impossible to obtain prompt primary sta- 
bility in this position, the hip may be placed in a 
cast in Lorenz’s first position for a few weeks. This 
is done in about one-fifth of the cases. 

The second cast is applied with the hip in a posi- 
tion of slighter abduction (between 150 and 160 
degrees), extension, and inward rotation, and is left 
on for three months. The period of after-care is 
usually three years. First, in the clinic, the joint is 
brought into the normal median position; this takes 
from four to six weeks. For at least one year an 
apparatus with extension leggings is worn at night 
with the hip in a position similar to the first posi- 
tion. During the day a weight-bearing splint with 
a joint at the hip, a tubular ring, and a trochanter 
ball is worn. After from six months to one year 
weight-bearing is allowed and the thigh casing is 
removed entirely, but the pelvic girdle and tro- 
chanter ball are left off only after two years at the 
sarliest. 

By the complete release from weight-bearing the 
easily injured head is protected against sudden pres- 
sure against the acetabulum and upward luxation 
and coxa vara from weight-bearing are prevented. 
Active exercise is regarded as important in the after- 
care. The upper age limit of 6 or 7 years for the 
reduction of unilateral dislocation and of 5 or 6 
years for the reduction of bilateral dislocation is 
sometimes exceeded, but as in such cases stiffening 
in an unfavorable position is feared more than 
failure of reduction, the time that the plaster-of- 
Paris cast is worn is considerably shortened. When 
the reduction is very difficult the head is first trans- 
posed forward and fixed firmly in that position by 
a plaster-of-Paris cast for from two to four weeks. 
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Reduction is then obtained without much difficulty 
at a second attempt. Since this reposition by stages 
has failed in only two cases, permanent transposi- 
tion, which was used formerly, has been abandoned. 
When conditions in the upper acetabulum are par- 
ticularly unfavorable the reduced joint is strength- 
ened by means of artificial lateral ligaments. In 
very serious cases open reduction is necessary. 

Although the number of cases treated has been 
large, there has been no death and only one case 
of postoperative paralysis of the sciatic nerve. Three 
fractures of the upper end of the femur are not a 
valid argument against the mechanical method as 
compared with other methods. Postoperative spasm 
occurred eleven times. Since 1912 supracondylar 
bending fractures occurred in nineteen children in 
the course of the first two years of after-care; in two 
cases osteotomy was necessary, but in the others 
the application of a cast was sufficient. Up to 1922 
there were fifteen cases of late luxation occurring 
from five months to seven and one-half years after 
the discontinuance of the plaster-of-Paris treatment. 
The subjects were children who, at the time of the 
reduction, were between 114 and g years of age. 
In four of these cases it was possible to reduce the 
dislocation again. When the head is close to the 
acetabulum the prognosis is very unfavorable. Early 
reluxation occurred twenty-four times in the first or 
second cast. In such cases the attempt to reduce 
the hip again should be delayed for several months 
and the second reduction should be followed by the 
injection of alcohol into the capsule. 

Among the postoperative changes should be men- 
tioned secondary flattening out of the angle of the 
neck of the femur, due in part to a bending of the 
neck and in part to displacement of the epiphysis 
of the head and occurring either during the wearing 
of the plaster-of-Paris cast or just after its removal. 
Since 1909 its incidence during the wearing of the 
cast has been reduced from 11 to 8 per cent. When 
the second cast is worn weight-bearing is now for- 
bidden. Late coxa vara has become rare since the 
use of the apparatus to prevent weight-bearing. In 
304 joints treated before 1918 it appeared in thirty- 
nine (12.8 per cent). In 157 cases in which the day- 
time apparatus was used (1919-1921) it appeared in 
only five (3 per cent) as compared with an incidence 
of 48 per cent before 1909. The often painful stiff- 
ness is explained by posttraumatic inflammatory 
changes in the soft parts. 

The cases reviewed are classified in three groups 
according to the end-results: (1) those with excel- 
lent results which pass a strict anatomical and func- 
tional test, (2) those with good results, and (3) those 
with reluxation. Upon the removal of the cast, 349 
joints (91.7 per cent) showed reduction in good 
position, fifteen showed slight subluxation upward 
or outward, and fourteen showed a reluxation. The 
end-results in 265 cases are known. In 119 cases of 
unilateral luxation there were eighty-five (71.4 per 
cent) excellent results, twenty-six (21.8 per cent) 
good results, and eight (6.7 per cent) reluxations. 


In seventy-five cases of bilateral luxations there 
were 100 (68.5 per cent) excellent results, forty- 
three (29.2 per cent) good results, and three (2 per 
cent) reluxations. 

From these findings the conclusion is drawn that 
the extension method is no more dangerous than 
the manual method and is applicable in many cases 
which are no longer suitable for the manual method. 

ERLACHER (Z), 


Abbott, L. C.: Fractures of the Femur: with Spe- 
cial Reference to the Treatment of Ununited 
and Malunited Cases by Manipulation and 
Caliper Extension. Arch. Surg., 1924, ix, 413. 


On the basis of a large experience with fractures 
of the femur in England and France and later at 
the University Hospital, Ann Arbor, Michigan, the 
author discusses a method he has used with great 
success which was devised and employed by Pearson 
of the Edmonton Hospital near London and modi- 
fied by the author. This method employs skeletal 
traction and a Thomas splint. 

Skeletal traction is used instead of adhesive trac- 
tion for the following reasons: 

1. Direct traction on the bone is mechanically 
sound and experience has proved that full length 
and good alignment can be obtained uniformly. 

2. The knee joint is free for active motion. 

3. No strain is thrown on the ligaments of the 
knee. 

4. The entire limb is left free for inspection, and 
adjustments can be made easily. 

5. Skeletal traction can be applied effectively 
in the presence of large wounds of the leg. 

6. The axis of traction can be altered to meet the 
requirements in fractures of any part of the shaft of 
the femur. 

Non-penetrating calipers are used for skeletal 
traction. A Thomas splint is employed to support 
the limb. A hinged flexion piece has been added 
so that the knee can be moved during treatment. 
By suspending the leather ring firmly against the 
tuberosity of the ischium and fixing the lower end 
of the splint a fixed counter-extension is obtained. 
Lateral displacement of fragments is corrected by 
screw pressure pads fastened to the lateral bars of 
the Thomas splint. 

Before the calipers are applied the skin of the 
lower thigh, the knee, and the upper leg is prepared 
with 5 per cent trinitrophenol and sterile dressings 
are applied. The inner caliper point is placed just 
above and in front of the adductor tubercle, and 
the outer point in the same horizontal plane and 
directly in front of the iliotibial band. When these 
points are defined, the skin is pulled upward and 
stab incisions are made down to the bone on both 
sides. The caliper points are driven into the bone 
to a depth of from 1% to 34 in. Gauze dressings 
saturated in trinitrophenol are wound _ securely 
around the caliper points. 

For overhead suspension the Morison overhead 
bed frame made of gas pipe is used. Traction 1s 
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obtained by a weight and pulley attached to the 
caliper. The weight usually necessary is about 30 
Ibs. Traction is maintained until the injured leg is 
longer than the other leg. This usually requires 
from ten to fourteen days. Lateral correction is 
obtained by the screw pressure pads. When accu- 
rate alignment has been obtained the weight is de- 
creased until the ends of the fragments are opposed. 
This position is held until union is obtained. 

In many cases of malunited fracture, especially 
the earlier cases, operation is not necessary for the 
correction of position. In cases showing a localized 
tenderness over the callus refracture can be done by 
manipulation under anesthesia and the malposition 
then corrected by traction applied as described. 
Satisfactory results have been obtained in cases of 
malunion of from six weeks’ to four months’ dura- 
tion and with an overlapping of as much as 3 in. 

Before manipulation the limb must be carefully 
splinted so that all of the force is thrown on the 
site of fracture. A long series of case reports with 
roentgenograms is given. 

In cases of non-union, especially those with over- 
lapping of fragments, the type of extension de- 
scribed is often a useful and occasionally an essen- 
tial form of treatment preliminary to more radical 
measures. 

The time for weight-bearing after fracture of the 
femur is indicated by the absence of tenderness over 
the fracture and the evidence of reduction with a 
callus of uniform density surrounding the fragments 
as shown by the X-ray. 

During the period when callus is undergoing con- 
solidation it is sound practice to protect the callus 
by some form of appliance such as the Thomas 
walking caliper splint. 

In the author’s cases, full length and correct 
alignment were uniformly obtained and the results 
were so uniformly satisfactory that it was never 
necessary to resort to open operation in recent cases 
of simple fracture. Compound fractures and non- 
union due to the interposition of soft parts were 
the only indications warranting intervention. 

Infection of the bone due to the use of calipers is 
negligible if a rigid technique for asepsis has been 
emploved. 

In children the lower femoral epiphysis has not 
united with the shaft and if the calipers slip there 
is danger of separation of the epiphysis. To avoid 
this, Abbott inserts a Steinmann pin through the 
shaft of the femur well above the epiphyseal line. 

Skeletal traction is not painful; calipers cause 
pain only when they pull directly on the skin. 

HERMAN C. Scuumm, M.D 


Waldenstroem, J.: Recent Fractures of the Neck 
of the Femur: Operative or Orthopedic Treat- 
ment? (Fractures récentes du col fémoral: traite- 
ment opératoire ou orthopédique?) J. de chir., 1924, 

iv, 129. 


For a long time Waldenstroem used Whitman’s 
method, but had several failures. He then tried 


Delbet’s method and obtained more satisfactory 
results. While in fractures of the neck of the femur 
it is generally easy, by open operation, to obtain 
satisfactory reduction as well as close contact by 
abduction, it is difficult to obtain consolidation, 
especially in the presence of a screw. 

The two chief types of fractures of the neck of 
the femur are the transcervical and the basal. Basal 
fractures consolidate with the same regularity and 
in the same time as other fractures of the long 
bones. In this article Waldenstroem reports upon 
fifty-nine cases of transcervical fracture, the major- 
ity of which were treated by orthopedic methods. 

A type of transcervical fracture in which the two 
fragments penetrate each other is designated by 
Waldenstroem as a “fracture engrenée.”’ In the 
ordinary penetrating fracture only one fragment 
penetrates the other. 

The majority of the author’s patients were in the 
sixth or seventh decade of life and forty of them 
were females. The fractures are classed as follows: 
(1) “fractures engrenées” in abduction; (2) “frac- 
tures engren¢ées” in adduction; (3) simple displace- 
ment fractures; (4) transcervical fractures with dis- 
placement treated by reduction and the application 
of a plaster cast; and (5) similar fractures treated 
by reduction and extension. 

In the first group there were seven cases with 
one death; in the second, four cases; in the third, 
eight cases with two deaths; in the fourth, twenty- 
two cases with two deaths; and in the fifth, eighteen 
cases with three deaths. Omitting the fatal cases, 
those which are still under treatment, and those in 
which the data are incomplete, there are forty-three 
cases upon which statistics may be based. In twenty 
cases bony consolidation resulted and in one case 
beginning bony consolidation was found on re- 
examination. In five cases there is pseudarthrosis 
with good function, and‘in fifteen cases pseud- 
arthrosis with poor function. In one case extirpa- 
tion of the femoral head was followed by good func- 
tion, and in another by very poor function. 

In the cases of displacement fractures treated by 
reduction and fixation there was a marked difference 
between the results obtained when the fracture was 
held by a plaster cast and when it was held by ex- 
tension. Of the fifteen cases in the first group eight 
showed bony union; in three there was a pseudar- 
throsis with good function, and in three others a 
pseudarthrosis with poor function. In the second 
group of thirteen cases bony union resulted in two, 
pseudarthrosis with good function in one, and pseud- 
arthrosis with poor function in eight. 

In reduction by abduction and fixation in abduc- 
tion by bandages the author has adopted the method 
of reducing with forced internal rotation instead ot 
depending upon the reducing power of the powerful 
iliofemoral ligament. He has never attempted the 
flexion and initial external rotation recommended 
by Whitman. The plaster bandage he applies as 
far as the foot, leaving the knee somewhat flexed. 
This, he believes, prevents external rotation. 
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Delbet and Basset doubt the possibility of obtain- 
ing bone consolidation without operation, but in 
addition to his own cases Waldenstroem has seen 
four specimens of bony consolidation of transcervi- 
cal fractures in cases not operated upon. In two of 
these it occurred in spite of marked displacement. 

In thirty-five cases treated by Delbet and Basset 
by the Delbet method of screw fixation there was a 
mortality of 15 per cent. Waldenstroem was able 
to find proved bony consolidation in only three and 
probable consolidation in only two. In five cases 
there was a good functional result and in four a 
result not quite so good. In the others the time 
elapsed is not sufficient to warrant conclusions as 
to the outcome. The superiority of the Delbet opera- 
tive treatment is not borne out by the literature. 

In Waldenstroem’s own cases, treated by the 
orthopedic method, the end-results were far better 
than was expected. Waldenstroem concludes that 
the only condition justifying operative treatment 
in cases of cervical fractures is pseudarthrosis. He 
has operated upon two such cases. 

W. A. BRENNAN. 


David, V. C.: Shortening and Compensatory Over- 
growth Following Fractures of the Femur in 
Children. Arch. Surg., 1924, ix, 438. 


This article is based on a study of seventy-five 
children between the ages of 1 and 11 years who 
were admitted to the Cook County Hospital, Chi- 
cago, because of fracture of the femur. All types of 
fracture of the shaft of the femur were represented. 
Most of the patients were admitted shortly after 
the injury. 

The principles underlying the treatment were 
uniform. Buck’s adhesive extension was applied to 
the injured limb from the level of the fracture to the 
ankle. Except in the cases of very young children 
the leg was supported by a Thomas splint. In the 
cases of poorly muscled children and usually of 
those under 8 years of age the leg was placed at 
right angles to the body with cnough traction to 
raise the buttocks off of the bed on the affected 
side. 

In the cases of well-muscled children and those 
over 8 years of age this position was not comfort- 
able. The leg was therefore lowered and overhead 
traction was used with the leg in flexion, external 
rotation, and abduction. Both of these positions 
are shown in illustrations. 

After an average of six wecks in traction the ex- 
tension was removed, and after a few days of mas- 
sage and motion in the knee joint the leg was put 
in a Thomas walking caliper splint. This splint was 
worn for seven weeks. 

On the removal of the overhead extension, new 
roentgenograms were taken and careful measure- 
ments were made of both the injured and the un- 
injured femur. The cases were then carefully fol- 
lowed up for a period of from two months to nearly 
two years after the time of injury. The findings of 
this follow-up are given in a series of tables. 





As time went on it became apparent that the in- 
jured and shortened legs were becoming longer and 
that limping gradually ceased. The fact that com- 
pensatory overgrowth of a shortened femur after 
fracture may be expected in a growing child is of 
extreme importance in further limiting operative 
interference in these cases. Another point of impor- 
tance in such cases is that alignment of the fracture 
ends to prevent angulation and extension to prevent 
overriding of the fragments are of greater importance 
than end-to-end apposition of the fragments. The 
latter is desirable, but union takes place without it 
if marked overriding is prevented. A late X-ray 
study of fractures in which end-to-end apposition 
was not obtained shows practically normal restitu- 
tion of the shaft. Herman C. Scuumm, M.D. 


ORTHOPEDICS IN GENERAL 


Osgood, R. B., and Morrison, L. B.: The Problem 
of the Industrial Lame Back. Boston M.&S.J., 
1924, Cxci, 381. 

Back strains constitute about 20 per cent of all 
accidents in industrial plants and present problems 
of economic importance. First are the cases of back 
pain arising during light or heavy labor in per- 
sons who habitually hold and use their bodies in 
positions of mechanical disadvantage. Second are 
the acute strains or accidents in which the X-ray 
reveals no gross lesion. Third are the cases in which 
an injury occurs to a spine already the site of a 
hypertrophic osteoarthritis or disease that previously 
gave little or no trouble. A fourth problem is the 
treatment of the acutely injured back with some 
congenital and previously undiagnosed abnormality. 
Last is the problem of the malingerers. 

The history should be taken carefully and this 
followed by a thorough physical examination in 
which the general body construction and contour 
are noted and the patient subjected to tests made 
with the body in various positions. The authors 
give an outline for a routine examination to deter- 
mine the site of involvement in a Jame back. X-ray 
examinations, especially stereoscopic views, and 
indicated laboratory tests should be made. The 
causes of back symptoms and the rational treat- 
ment in each class are next discussed. 

Referred pain may be due to general debility, 
mental and physical fatigue, gynecological or genito- 
urinary disorders, neurological lesions such as cord 
tumors, and faulty weight-bearing lines of the feet. 
In this type of case the indications are, of course, 
for treatment of the cause, but even when the cause 
is removed, muscle weakness, joint strains, or ad- 
hesions may necessitate developmental exercises, 
physiotherapy, and mechanical support. 

Static or postural causes affect long slender backs 
which are unfitted for hard work and the use of the 
body in unnatural positions. The results of treat- 
ment depend on the patient’s cooperation in develop- 
ing a stance which is habitual and consistent with 
reasonably correct body mechanics. 
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Mvositis of infectious, toxic, or metabclic etiology 
is of short duration and may be relieved by strap- 
ping, free elimination, and the correction of faulty 
body metabolism. 

Acute traumatic cases vary from slight ligamen- 
tous stretching to fracture dislocations of the verte- 
bre. This class is apt to be undertreated. In 
minor injuries, restoration of normal relations by 
manipulation should be attempted without an anes- 
thetic, and an adhesive or plaster support applied. 
Fractures of the transverse or spinous processes are 
usually easily relieved by simple fixation. In cases 
of compression fractures rest in bed for five or six 
weeks should be followed by partial protection for 
two or three months. Spinal immobilization by 
operation is frequently necessary for permanent 
restoration sufficient for wage earning. 

Arthritis of the spine is of two types. In the 
metabolic, infectious, and eventually (if unrelieved) 
ankylosing form, the focus of infection must be 
eradicated. Particular emphasis should be laid on 
intestinal stasis as an often overlooked cause of the 
condition, and relief by dietary adjustments, abdom- 
inal massage, enemas, and other measures should be 
attempted. Another type, a pre-existing hyper- 
trophic or degenerative arthritis, may be rendered 
acute by trauma. In such cases, rest, support, 
physiotherapy, elimination (but never manipula- 
tion) are indicated. 

Anatomical or congenital variations include an ab- 
normal fifth lumbar vertebra, impingement or fusion 
of the transverse processes, spina bifida occulta, etc., 
and in 50 per cent of the cases do not cause symp- 
toms. When they cause trouble as the result of 
poor posture or occupational strain the treatment 
should consist in measures to overcome the exciting 


factor rather than an extensive and dangerous surgi- 
cal operation to remove the contributory cause. 

Specific diseases of the spine such as tuberculosis 
(which is often atypical and difficult to diagnose 
even with the help of the X-ray), syphilis, typhoid 
spine, and osteomyelitis are mentioned. Emphasis 
is placed on the value of immobilization operations 
in selected cases of tuberculosis of the spine. 

Neoplasms require fixation merely as a sympto- 
matic measure. For cases of primary bone tumors 
deep roentgen therapy is advised. 

The possibility of a combination of causes must 
always be borne in mind. The case should be thor- 
oughly studied and the patient given the benefit of 
the doubt before he is classed as a malingerer. 

In summarizing, the authors emphasize the im- 
portance of more attention to the back in the pre- 
employment physical examination, better anatomi- 
cal knowledge by those treating spinal disorders, and 
more care in the taking and interpretation of roent- 
genograms and the evaluation of psychic factors. 

Cuester C. Guy, M.D. 


Bragard, K.: An Active Brace for Lumbar Lordosis 
(Ein aktiver Geradehalter fuer den hohlrunden 
Ruecken). Muenchen. med. Wcehnschr., 1924, 1xxi, 
304. 

To induce active correction in cases of lumbar 
lordosis caused by weakening of the muscles, the 
author fits the patient with a pelvic ring having an 
attached anterior steel wire bent to fit the abdomen 
and carrying at its end the well-known Spitzy ball. 
The ball is attached below and at the side of the 
umbilicus. To avoid the curvature of the ball the 
child markedly retracts the abdomen and thus the 
lumbar lordosis is corrected. BRUNNER (Z). 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Blair, V. P.: The Full Thickness Skin Graft. Ann. 
Surg., 1924, 1xxx, 298. 


The work reported was based on two assumptions: 
first, that if the transplanted skin were held at its 
normal tension or at slightly plus tension the cut 
ends of the cutaneous vessels would be held open 
and would more quickly take up a blood supply; 
and second, that as each particular part takes its 
blood supply from the immediately subjacent tissue, 
the only logical limit to the size of a graft would 
be the amount of operating and hemorrhage the 
patient could stand. Subsequent experience justified 
both of these hypotheses. 

It is essential to have an adequate venous return. 
Maintenance of the proper pressure for four or five 
days will prevent the graft from dying from en- 
gorgement. Early discontinuance of proper pressure 
favors the formation of blebs which may lead to 
another catastrophe. The blebs are apt to become 
infected, sometimes from organisms contained in the 
skin. Blood clots of any size will cause the death 
of the overlying skin, but properly graduated sponge 
pressure following appropriate puncturing of the 
graft with a fine leather punch or with a knife, and 
careful squeezing out of all clots before the applica- 
tion of the pressure dressing will do much to elimi- 
nate this disaster. A Thiersch graft can be wrapped 
around a wax form and buried in the tissues with 
every expectation of a perfect ‘‘take,” but the full 
thickness graft requires some ventilation during the 
first few days after it has been transplanted. 

The shrinkage of the graft is not proportionate to 
the amount of contraction that will occur in a 
Thiersch graft. If the epithelium is preserved, the 
contraction will be no more than would occur in the 
healing of a pedicled flap of the same size. 

The four most appropriate uses found for the free 
full thickness skin graft are the release of scars on 
the neck and axilla, the replacement of burn scars 
on the hands, neck, and forearms, the replacement 
of flaps that have been taken to repair other defects, 
and the lining of clefts in congenital or acquired 
syndactylism. When subcutaneous tissue is also 
desired, as over the bearing surface of a bone cov- 
ered only by scar, the pedicled graft is better than the 
Thiersch graft. 

The graft is usually implanted either in the bed 
from which a flap, scar, or growth has just been 
removed or in the space resulting where a tight area 
of skin or scar has beén incised and released. The 
bleeders are caught. A pattern of the shape and 
size of the raw surface is cut from a piece of sterile 
tinfoil. The skin from which the graft is to be cut 


is painted with 5 per cent picric acid in alcohol and 
the latter subsequently sponged off with alcohol, 
The outline is very accurately marked by a knife 
cut through the full thickness. Small forceps grasp 
at intervals along the edge of the skin while the 
skin is released from the subcutaneous vessels and 
tissues, cutting being done where the junction of 
the skin with the subcutaneous tissue is tense. The 
under-surface of the skin should be white and 
stippled with little pits and should show no bleeders. 

The graft is usually punctured and then sutured 
into its new bed with a continuous horsehair suture 
after it has been tacked at a few points to assure 
accuracy of position and even tension. 

The space that furnished the graft is treated by 
approximating the borders with silkworm gut and 
either plicating the raw surface with the suture or 
undermining the edges with a dissecting scissors and 
opening the scissors as they are withdrawn. At 
intervals the wound is drained. 

Morris H. Kaun, M.D. 


Reimer, H.: The Use of Potassium for the Relief 
of Postoperative Anuria Due to Morphine 
(Behebung der postoperativen (Morphin-) Harnver- 
“epee durch Kalium). Zentra!bl. f. Chir., 1924, 
b, £298. 


Retention of urine frequently follows the ad- 
ministration of large doses of morphine (codeine, 
pantopon, etc.), but until recently no effective 
measure to overcome it has been known. 

In research undertaken at the Pharmacological 
Institute of Vienna it was found that the effect of 
morphine on the bladder consists in relaxation of 
the detrusor. As the result of this relaxation and a 
simultaneous rise in the internal pressure of the 
bladder the sphincter undergoes a strong reflex con- 
traction. Potassium salts were found to contract the 
relaxed detrusor and to cause the overcontracted 
sphincter to relax. 

The findings made in the experiments on animals 
were applied in the cases of thirty-four men and fif- 
teen women with surprising results. The medicament 
used in these cases was liquor potassii acetatis, given 
at first in a 20:300 solution and then in double that 
strength. In the cases of patients without gastric 
symptoms such as nausea or vomiting it was given by 
mouth, but in the others it was administered by 
rectum. When retention of urine was manifest, a 
tablespoonful of the solution was given. 

In 80 per cent of the cases the patient became 
able to urinate without difficulty within the next 
thirty minutes. In nine cases the medicament re- 
quired a longer time for its effect (up to three hours) 
and a tablespoonful of the 20:300 solution was 
given every half hour. When the solution was given 
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by rectum its action was somewhat slower. The 
rectal dose was usually double the dose given by 
mouth. All of the patients tolerated the treatment 
well and none of them showed any secondary effects. 
BopE (Z). 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Christopher, F.: Severe Spreading Carbuncular 
Infection of the Chest Wall Following Rib 
Resection Under Local Anesthesia. Surg. Clin. 
N. Am,, 1924, iv, 795. 


The patient was a man of 64 years who had had 
pneumonia followed by empyema. By rib resec- 
tion done under local anesthesia, thick, greenish- 
yellow, ill-smelling pus was evacuated. A direct 
smear of the pus from the pleural cavity showed 
Gram-positive cocci in chains and long slender 
Gram-negative bacilli. The anaerobic culture re- 
vealed Gram-negative bacilli and small round Gram- 
positive cocci in chains resembling streptococci. On 
aerobic media there was a very slow growth of 
hemolytic streptococci. 

On the third day after the operation the patient 
complained of new soreness about the wound. The 
pain became steadily greater and on the thirteenth 
day a diagnosis of “‘ beginning boil” was made. The 
infection spread peripherally very rapidly. Before 
the case was seen by the author the condition had 
been treated unsuccessfully with hot boric acid 
dressings, 1:5,000 bichloride of mercury dressings, 
Carrel-Dakin irrigation, 1:2,000 potassium perman- 
ganate, direct sunlight, glycerin and novocain oint- 
ments, antiseptic powders, and silver nitrate. On 
the forty-first and fifty-second days after the rib 
resection débridements were done, and on the sixty- 
third and seventy-second day blood transfusions 
were given. By the fifty-fourth day the patient was 
very weak and at times his speech was incoherent. 
On the seventy-second day he was irrational. 

Christopher undertook the surgical care of the 
case on the eighty-third day after the operation. 
The carbuncular infection then extended from with- 
in 2 in. of the left of the umbicilus to within 3 or 
4 in. of the line of the spinous processes of the 
vertebra. The upper level was the spine of the 
scapula and the lower level a point within 2 in. of 
the crest of the ilium. The border of the involved 
area was irregular in outline. Twenty-five per cent 
of it was on the anterior wall of the chest and 75 
per cent on the posterior wall. In the center of the 
area, surrounding the site of the original rib resec- 
tion, was a patch of healthy skin measuring 3 by 5 
in. The floor of the ulcer was for the most part 
clean granulation tissue. The borders of the ulcer 
were elevated and thickened so that the skin and 
the subcutaneous fat was from 2 to 2.5 cm. thick. 
From the necrotic edges and through the eroded 
fencstrations of this border exuded large quantities 
of yellow pus. At numerous points necrotic yellow 
pieces of tissue were loosely or firmly attached. The 


surface of the skin was red and inflamed for a dis- 
tance of more than an inch from the edge. The 
border was extremely tender. 

From the eighty-third day to the one hundred and 
eleventh day ten dressings or débridements were 
done under nitrous oxide and ether in the patient’s 
room. At each of these the necrotic infected skin 
borders were cut away with a scalpel. Despite the 
use of adrenalin and thromboplastin, the blood loss 
following these débridements became alarming and 
was not controlled until the red hot electric cautery 
was used to sear the bleeding surfaces made by the 
knife. On the suggestion of Halstead, the wounds 
were dressed with liberal applications of unguentum 
Credé. On the ninety-third day a blood transfusion 
was done. The surface infection was then rapidly 
controlled. On the one hundred and eighteenth 
day, an abscess, which evidently originated in the 
lung, opened spontaneously and evacuated a large 
quantity of foul-smelling pus. From then on, con- 
valescence was rapid. The ulcerated area healed 
over entirely and the patient regained his former 
good health. 

The author believes that, in the order of their 
importance, the factors which contributed to the 
successful conclusion of this case were: (1) reduc- 
tion of pain to the minimum by morphine and by 
anesthesia during dressings, (2) surgical removal of 
necrotic and infected tissue, (3) control of hamor- 
rhage in the débridements by means of the actual 
cautery, (4) the application of unguentum Credé as 
an antiseptic, and (5) blood transfusions. 


Loewenfeld, W.: The Bacterial Flora of Varicose 
Ulcers of the Leg (Zur Bakterienflora des vari- 
coesen Ulcus cruris). Wien. klin. Wcehnscher., 1924, 
XXXVIl, 502. 

The author studied the bacterial flora of the super- 
ficial layers of tissue in fifty-one cases of varicose 
ulcer. Staphylcocci were found forty-four times 
(staphylococcus aureus twenty times and staphylo- 
coccus albus twenty-four times); streptococci 
twenty-two times; diplococcus lanceolatus three 
times; pseudo-diphtheria bacilli five times; proteus 
vulgaris seventeen times; pyocaneus eight times; 
bacillus coli ten times; micrococcus tetragenus once; 
and bacillus mesentericus, once. In one instance 
the field was sterile. 

Staphylococci were found alone only eleven times, 
and staphylococci and streptococci together eighteen 
times. In five instances only staphylococci and 
streptococci were present. 

In a certain number of cases progressive healing 
was associated with a decrease in both the number 
and the variety of the bacteria, but this was not a 
constant finding. 

It was impossible to establish any relationship be- 
tween the tendency of the ulcer to heal and the 
variety of the proved causative agent. The staphylo- 
coccus, which was the organism mostly frequently 
found, was not always present. As streptococci alone 
or in combination with other organisms were dis- 
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covered in ulcers in all stages of healing, the concep- 
tion that the pathogenicity of these organisms is 
high was not supported. The presence of the bacillus 
pyocyaneus, bacillus proteus, and bacillus coli also 
appeared to be unrelated to the clinically established 
condition of the ulcer. The findings of repeated 
examinations were often varied. 

In eleven cases in which the deeper layers of the 
ulcer tissue were examined the greatest number of 
organisms present at any time were found in the 
purulent layers on the surface of the granulations 
which were more or less richly interspersed with a 
fibrin network. In the granulations, collections of 
organisms were found, but in the denser fibrillar 
connective tissue layers of the deeper tissue the 
limit of the bacterial content of the ulcer was 
reached. 

From these findings it seems apparent that, in 
varicose ulcers of the leg, the formation of granula- 
tions is the most important factor protecting against 
the invasion of pathogenic organisms, and that the 
number and variety of the Jatter are of relatively 
little importance. Grar (Z). 


ANZSTHESIA 


Cabot, H., and Davis, L. B.: A Preliminary Report 
on the Value of Ethylene as a General Anzs- 
thetic Based on the Study of 500 Cases. J. 
Michigan State M. Soc., 1924, xxiii, 372. 

Chloroform and ether will probably continue to 
be frequently employed, as the former is especially 
useful in the tropics and in war surgery, and the 
latter is so extraordinarily safe that it is almost fool- 
proof. Ethylene, however, is superior to either be- 
cause it induces anesthesia quickly and does not 
cause disturbances of the lung, kidney, or heart. 
Ethylene is preferable to nitrous oxide as it produces 
greater relaxation without the corresponding satu- 
ration. 

In the authors’ series of 500 cases of diverse types 
are included many in which the operative procedures 
were long and tedious and conservation of strength 
was particularly important. In such cases ethylene 


proved very satisfactory. Its only drawback is its 
inflammability which prevents its use near a cautery. 
GeorGE R. McAuttrr, M.1), 


Farr, R. E.: Local Anesthesia of the Abdominal 
Sympathetic System. Surg., Gynec. & Obst., 1924, 
XXXiX, 336. 

Anesthetization of the anterior abdominal wall 
and anterior parietal peritoneum is produced by 
direct and subperitoneal infiltrations respectively. 
The successful completion of the operation then 
depends, first, on surgical strategy, and second, on 
intraperitoneal or sympathetic anesthesia. Surgical 
strategy is directed toward obtaining adequate expo- 
sure with elimination of pain, abdominal muscle 
reflexes, and the dreaded positive pressure or expul- 
sive effort. Good exposure is obtained by mild, 
even, and continuous retraction combined with 
proper tilting of the table and the injection and 
division of all visceroparietal and viscerovisceral 
adhesions, so that the field of operation is cleanly 
outlined. The induction of sympathetic anesthesia 
is based on the fact that as a rule the sympathetic 
nerves follow the vessels. The vessels can readily be 
identified and the injections made retroperitoneally 
at these points. 

The disadvantages of using local anesthesia in 
abdominal surgery are due to the lack of co-oper- 
ation by the patient, the presence of acute in- 
flammatory processes, dilatation of the intestines, 
deep or posterior adhesions, large tumors with short 
pedicles, and persistent nausea and vomiting. These 
are all largely corrected by the use of proper local 
anesthesia and surgical technique. 

The advantages of the method discussed are 
many. The factors contributing to its success are 
adequate equipment and adherence to fundamental 
principles, the most important of which are the 
psychic preparation of the patient, painless induc- 
tion of the anesthesia of the abdominal wall, elastic 
retraction, exposure which allows the induction of 
intraperitoneal anesthesia, and a surgical technique 
compatible with the best interests of the patient. 

GrEorRGE R. McAuutrr, M.D. 
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Russ, S.: Experimental Studies upon the Lethal 
Doses of X-Rays and Radium for Human and 
Other Tumors. Brit. J. Radiol., 1924, xxix, 275. 


The lethal dose is defined as that which is neces- 
sary to prevent the growth of a tumor inoculated 
into normal susceptible animals. 

There is not very much difference between the 
dose required for human tumors and that required 
for animal tumors. For safety, human tumors were 
given twice the dose found lethal for animal tumors. 

Russ discovered that when sublethal doses were 
given, the transplanted tumors grew more slowly 
than the original tumors. The descendants of this 
previously rayed transplant were able to grow when 
transplanted after a full lethal dose. After seven 
generations of transplants, the lethal dose was in- 
creased about two and a half times, this demon- 
strating an acquired resistance. Previous experi- 
ments, which indicated that weak generalized radia- 
tion increased the resistance of the host to tumor 
transplants, were confirmed. 

In an attempt to determine the relationship be- 
tween the lethal dose and the life cycle of the cell, 
the average period of growth was found to be 
slightly over ninety-five hours and the time for the 
process of division fifty-seven minutes. Experiments 
proved that the defined lethal dose was the lethal 
dose for growing cells. While dividing cells are more 
vulnerable to radiation than the same cells in the 
phase of growth, it is upon the phase of growth that 
the dose of radiation must be based. Greater benefit 
followed prolonged exposures than intensive raying 
for shorter periods of time. Russ explains this by 
attributing to the cell a function which enables it 
to resist the effects of radiation. This function is 
intimately bound up with the process that controls 
the equilibrium of the cel] and is possessed to a 
greater degree by normal cells than by tumor cells. 

Cuartes H. Heacock, M.D. 


Herendeen, R. E.: The Roentgen Ray in the Treat- 
ment of Giant-Cell Tumors. Am. J. Roentgenol., 
1924, xii, 117. 

The object of this article is to record the changes 
noted in giant-cell tumors following treatment with 
the roentgen ray or radium, and to compare the 
value of these agents with the standard surgical 
methods of treatment. The clinical, laboratory, and 
roentgenological findings and the character and 
course of the disease are described briefly. 

The cases studied were classified in three groups. 
Group 1 included those in which no operation was 
periormed, though in two or three incision for biopsy 
was done. In Group 2 were cases referred for treat- 
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ment on account of recurrence following operation. 
Group 3 included cases referred for treatment to 
prevent recurrence after operation. The changes 
observed following treatment were largely in cases 
in which the tumor had not been incised. 

Plates made from cases in Group 1 from one to 
two months after the treatment revealed in almost 
every case the same reaction—rapid enlargement of 
the tumor with expansion of the cortex and a thin- 
ning out of the bony capsule of the tumor until 
hardly any of the outline is visible. Prior to the 
demonstration of these changes in the roentgeno- 
gram the skin becomes reddened and the parts are 
swollen and soft or oedematous to the touch. As 
time goes on the redness and swelling subside, the 
tumor becomes firm to the touch, and a roentgeno- 
gram then reveals a return of the outline of the 
tumor with evidence of the production of bone or 
the deposit of calcium in its capsule. The function 
of the part returns, the pain disappears, and the 
tumor feels firm or stony-hard. A plate made later 
discloses increasing density and calcification, and 
later still the entire mass seems converted into al- 
most solid bone. In cases in which an operation 
had been performed, and to some extent even in 
those in which only an incision for biopsy was made, 
the changes following radiation noted in Group 1 
were slight or absent. 

In the series of cases in Group 3 treated after 
curettage to prevent recurrence, no recurrence has 
been found to date, but a shell-like cavity persists 
and very little calcification or attempt at filling in 
of the tumor cavity with new bone can be demon- 
strated in plates made many months, and in some 
instances, years, after the operation. 

In Group 2 the cases were treated for recurrence 
following operation. The prompt relief from pain 
and the clearing up of infection with return of func- 
tion have been notable features, but the reaction to 
radiation previously described has been sometimes 
slight and calcification of the tumor slow to occur. 
The recurrence of the tumor has often manifested 
itself in the scar of the incision made for the curet- 
tage. Such recurrences are less amenable to radia- 
tion and resist heavy doses. An incomplete opera- 
tion is usually worse than none at all. From a study 
of the roentgenograms of some cases it is easy to 
see how large parts of tumor tissue could be left 
behind, untouched by the curette and inaccessible 
to the caustic applied later. 

Up to the present time, sixteen cases of primary 
giant-cell tumor of bone have been treated with the 
roentgen ray or radium alone. The first case was 
treated five and a half years ago, and the patient is 
today apparently cured. From the study of all of 
the cases and the course following treatment it is 
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believed that in the majority a complete cure and 
restoration of function may be expected. While it 
is possible that in some of the more advanced cases 
only a retardation or a halt in the growth with firm 
encapsulation but without dense ossification will 
result from the treatment, the patient will be in a 
much better condition for curettage than he was 
prior to the radiation, and it does not appear un- 
wise to give roentgen-ray treatment a fair trial be- 
fore advising a patient to submit to an amputation 
on account of the size and location of the tumor and 
the fact that it may have broken through into a 
joint. 

The cases reviewed were treated with external 
radiation by the roentgen ray or with the radium 
pack. It is the impression of those who have fol- 
lowed these cases that, in general, the roentgen ray 
has given better results than the radium pack. Both 
low and high voltage radiation has been employed, 
the selection depending on the size, location, and 
depth of the tumor. Therefore, most of the cases 
were treated with the low voltage apparatus. Expo- 
sures ranging from fifteen to twenty-five minutes 
were given, two to four areas being radiated at three- 
or four-day intervals. A target-skin distance of 12 
to 15 in. was employed with a 4- or 5-mm. aluminum 
filter, 4 or 5 ma., a 10-in. back-up spark, and 140 kv. 
In the use of the high voltage apparatus a target- 
skin distance of 50 cm. and an exposure of sixty to 
eighty minutes were employed as a rule. From one 
to three treatments were given, depending on the 
case. A o.5-mm. copper filter was used with 4 ma. 
and 200 kv. 

The treatment described causes an erythema 
which appears from two to three weeks after the 
exposure and is followed by a slight pigmentation. 
The more superficial, well encapsulated, and rapidly 
growing the tumor, especially in a young person, the 
more well-marked and prompt will be the reaction. 
Occasionally it may be necessary, two or three 
months after the first treatment, to begin another 
series. 

Although the danger of over-radiation is not great 
if the treatments are given as described, it is pos- 
sible, especially if the radium pack or high voltage 
machine is employed, to obtain after repeated expo- 
sures extending over many months, radiation- 
changes in the parts about the tumor which may 
later give rise to the production of fibrous tissue, 
telangiectasis or ulceration of the skin, and even to 
osteitis resulting in great pain which can be re- 
lieved only by morphine and may necessitate ampu- 
tation. 

The author summarizes his conclusions as follows: 

In many cases, treatment by radiation obviates 
the loss of the limb by amputation. 

In the majority of cases treatment by radiation 
can be relied upon to produce growth-restraint, firm 
encapsulation of the tumor, and relief of pain. 

More rapid ossification and more rapid restoration 
of function are brought about than when a surgical 
procedure is used. ApotpH Hartunec, M.D. 


Warthin, A. S., and Case, J. T.: The Phagocytosis 
of Nuclear Material (Chromatin) by the Reti- 
culo-Endothelial System, the Kupffer Cells in 
Particular, After Intensive Roentgen Irradia- 
tion in a Case of Primary Abdominal Lympho- 
sarcoma. Am. J. Roentgenol., 1924, xii, 102. 


In a case of generalized lymphosarcoma in a 
patient dying ten days after the last treatment of 
the lymphnode tumors with the new intensive deep 
irradiation microscopic study revealed marked de- 
generation and necrosis of the atypical lymphoid 
tissue of the neoplastic nodes, flooding of the cir- 
culation with the products of such nuclear destruc- 
tion, and the phagocytosis of the chromatin détritus 
in the circulation by the reticulo-endothelial cells of 
the body, especially the Kupffer cells of the liver. 
This phagocytosis of nuclear material was as marked 
as the phagocytosis of blood pigment by these cells 
in severe hemolytic conditions. 

The primary function of the reticulo-endothelial 
apparatus is to remove formed material (blood pig- 
ment, extraneous pigment, nuclear and cellular dé- 
bris, bacteria, etc.) from the circulation. In cases 
of marked leucocytolysis or lymphocytolysis they 
phagocytize the nuclear fragments just as they do 
the red blood cell détritus in hemolysis. They are 
primarily scavengers of the circulation, even though 
this function of intracellular digestion may serve a 
purpose in the working-over of food substances or 
of such specific substances as hemoglobin. Their 
primary function is primarily protective. 

ApotreH Hartunc, M.). 


Hernaman-Johnson, F.: Some Principles of ‘Treat- 
ment in the Radiotherapeutics of Cancer. 
Lancet, 1924, ccvii, 635. 

The author believes that too much emphasis has 
been placed upon physical and experimental data 
and not enough upon clinical results. The belief 
that the result depends upon the amount of radiant 
energy absorbed has led to an attempt to concen- 
trate sufficient rays upon a malignant growth to 
kill the cells directly. 

This conception disregards the surrounding 
healthy tissue which is an important factor in the 
resistance of the body to malignancy and in the suc- 
cess of any therapeutic measure. It disregards also 
the variation in the response of different cancers to 
radiation. 

On the basis of his clinical experiences, the author 
sets forth the following principles: 

1. Different wave lengths have different effects. 
Success may follow failure if a different wave length 
isused. The most suitable wave length can be found 
only by clinical observation. 

2. If an injury is inflicted by rays of a given 
wave length, the lesion may be cured or mitigated 
by rays of a widely different wave length. 

3. The amount of radiation which is concen- 
trated upon a tumor should not exceed the maxi- 
mum consistent with the production of a healthy 
reaction in the surrounding tissues. 
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4. There is no danger of administering a stimu- 
lating dose. 

s. The intensive method should rarely be used 
to render a case operable and never as a prophylactic 
after operation. For prophylaxis, and for palliation 
in hopeless cases, the small divided dose is alone 
suitable. 

6. Whatever method is used, radiation treat- 
ment must be based on the estimated power of 
constitutional response in the particular patient. 

7. The radiotherapeutist should not lose sight of 
other measures to improve the general health. He 
will sometimes be able to overcome acquired immun- 
ity to radiation by curettage or diathermy in addi- 
tion to general measures. 

Cuartes H. Heacock, M.D. 


Regaud, C.: Some Biological Aspects of the Radia- 
tion Therapy of Cancer. Am. J. Roentgenol., 
1924, Xli, 97. 

Radiophysiology is as important in the advance 
of radiotherapy as the physical technique of radia- 
tion. Of the discoveries made in radiobiological 
experimental laboratories, the author has chosen to 
analyze the phenomena caused in the testicles of 
mammals by the roentgen and gamma rays; then 
to show what conclusions can be drawn from these 
phenomena, parallel to those which are taking place 
in an irradiated cancer; and finally, to give a brief 
r(sumé of the rules which at present seem to be 
forced upon radiotherapy by radiophysiology. 

As a result of experiments made by the author 
and others, the following conclusions appear jus- 
tified: 

There are differences in radiosensitivity not only 
between different organs, different tissues of the same 
organ, and different cell types of the same tissue, 
but also between different physiological phases of 
the same cellular species. 

The time of cellular division is the moment of 
greatest radiosensibility of a cell. 

The chromatin in which most of the hereditary 
— are carried is the radiosensitive part ot 
the cell. 

The difference in radiosensitivity between cellular 
species and the radiosensitivity which is particularly 
pronounced in cells in the act of division or about 
to divide form the fundamental basis on which rests 
the selective destruction of cells by radiation. 

These facts, which for a long time have been ap- 
plied to the radiotherapy of cancer, are and must 
remain one of the bases of this science. To destroy 
a process of cellular multiplication it is sufficient to 
destroy only the cells which are at the origin of the 
lines of descent and have the function of perpetuat- 
ing the germ cells. This is true however few these 
cells may be and however small the place they 
occupy in the total mass of a tissue. The mother 
cells having disappeared, the multiplication process 
is suppressed. 

When the effects produced by highly filtered 
locntgen rays of increasingly greater penetration, or 


better, the effects of the most penetrating gamma 
rays of radium are compared, it is observed that as 
the radiation becomes more penetrating, the diffuse 
necrotizing effects diminish and then practically 
disappear until finally there remain only the selec- 
tive effects, which are manifested in the most radio- 
sensitive cells. 

All other factors remaining the same, the duration 
of the treatment has an important bearing on the 
efficacy of a selective radiation. Longer duration of 
treatment with a smaller amount of radiation is 
preferable to a short period of greater dosage. This 
can probably be explained by the fact that cells are 
most radiosensitive during the period of active re- 
production and as these periods are occurring suc- 
cessively the radiation must be extended during the 
entire process to destroy all of the cells. 

There is no anatomical element absolutely re- 
sistant to radiation. With a sufficient dose every 
one can be destroyed. All of these anatomical ele- 
ments, normal or neoplastic, may be classified in 
three groups: (1) the most susceptible—those that 
have preserved the capacity for reproduction, (2) the 
differentiated cells, which are less susceptible, and 
(3) the non-cellular anatomical elements, which are 
not changed in their form by radiations but undergo 
an invisible and a latent physicochemical modi- 
fication. 

Observations on human cancers treated by radia- 
tion have revealed a progressive decrease in radio- 
susceptibility of the cancer cells treated by repeated 
non-sterilizing irradiations. This well-established 
fact forces the adoption of the single protracted 
treatment. 

The following conclusions are drawn: 

1. The radiation treatment of cancer should uti- 
lize the selective action of the rays instead of their 
diffuse caustic effect. 

2. The required selective action calls for more 
penetrating roentgen rays, increased voltages, and 
higher potential tubes. 

3. Radium therapy should employ ultrapene- 
trating gamma rays filtered by heavy metals, as 
recommended by Dominici in 1907. 

4. The decreasing radiosusceptibility of cancer 
cells treated by small ineffective and successive 
doses imposes the necessity of the single continuous 
or interrupted treatment. 

5. The chronological distribution of the single 
complete treatment must be adapted to the life 
peculiarities of the cancerous tissue. 

ApoLtpH Hartunc, M.D. 


Bock, A.: Changes in the Blood Picture After 
Roentgen Irradiation (Studien zur Blutbildaen- 
derung nach Roentgenbestrahlung). Strahlenthera- 
pie, 1924, Xvi, 775. 

Many contradictions in the literature regarding 
changes in the blood following roentgen treatment 
are explained by differences in the intensity of the 
rays and in the technique of irradiation. The author 
believes that the changes in the blood are an exact 
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indication of the intensity of the irradiation. He 
maintains, for example, that similar blood findings 
in cases of carcinoma treated by different apparatus 
indicate that the irradiation given was the same. 

In the cases studied the erythrocytes showed the 
most tardy reaction after irradiation. Their changes 
are not a criterion of the effect of the rays. In rare 
instances there was a slight increase after the first 
irradiation, but after the fourth (final) treatment 
there was always a distinct diminution, which in 
some cases equalled 30 per cent or more. The 
morphological changes were in proportion. First 
there was polychromasia, but with greater diminu- 
tion in the erythrocytes, anisocytosis, poikilocytosis, 
and finally megalocytes and megaloblasts were ob- 
served. The cause of the decrease in the erythrocytes 
is not their destruction in the blood but the effect 
of the rays on the hematopoietic organs. 

The hemoglobin was not directly affected by the 
rays. A diminution occurred only when there was 
a marked decrease in the erythrocytes. 

The color index almost always rose after the 
irradiation. In advanced carcinoma, as often in 
pernicious anemia, it was more than 1.0. 


The leucocytes diminished immediately after the 
first irradiation. The lowest point was reached from 
one to four days after the total irradiation had been 
given. The findings were rarely normal after three 
months. The appearance of myelocytes indicates 
an unfavorable prognosis. 

The eosinophiles decreased slowly after irradia- 
tion but after a few days again increased. 

As the reaction of the myeloid system to the 
rays is different from that of the lymphatic system, 
an exact count of the lymphocytes per cubic milli- 
meter is necessary. After from eight to twenty days 
(according to the dosage) their number begins to 
increase. About two months later it is normal. 
Subsequently there is an absolute lymphocytosis. 
No difference was noted between the numerical re- 
lationship of the large and small lymphocytes. 

The monocytes show a noteworthy constancy, 
They do not keep pace with the changes in the 
other leucocytes. 

The blood picture shows no accommodation to 
the rays. There is no difference in the effect of 
irradiation on the right and the left sides. 

HAPPEL (Z). 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Sambon, L. W.: The Elucidation of Cancer. Proc. 
Roy. Soc. Med., Lond., 1924, xvii, Sect. Epidemiol. 
& State Med., 77. 

Sambon presents a masterly treatise surveying 
the theories of the causation of cancer, with special 
emphasis upon the relation of house vermin to the 
transmission of the etiological factor. 

Sambon has made a study of cancer especially in 
Romagna, a territorial division of Italy lying south 
of the river Po, between the Reno and Cesar’s 
Rubicon, the foothills of the Apennines, and the 
Adriatic Sea. Cancer is gravely prevalent in Ro- 
magna. Its average mortality there is 1 per 500 of 
population. In Italy it is 1 per 1,500. It exhibits 
noticeable fluctuations in its incidence from year to 
year. In one town its mortality is about double 
that of tuberculosis. In one village of 1,500 inhabi- 
tants there were cancer cases in almost every family. 

Inequalities in the topographical incidence of can- 
cer, which have been noticed throughout the world 
and have been reported frequently, strongly sup- 
port the theory that cancer is due to infection. 

Notwithstanding an occasional increase in the 
number of cases in certain localities and total dis- 
appearance of cases in others, local incidence of the 
condition shows that remarkable persistence which 
is characteristic of the “foci” or ‘‘stations”’ of well- 
known endemic diseases such as malaria, leprosy, 
and pellagra. It is an incontrovertible fact that 
an enormous range in cancer frequency is found 
throughout the world, but as yet no theory explain- 
ing this wide divergence has been generally accepted. 

Although the term ‘cancer house” may be a 
misnomer, there can be no doubt that, for an inde- 
terminate period, in certain houses, house blocks, 
or districts, cancer is prone to recur, affecting persons 
of different family and stock who successively in- 
habit such houses, house blocks, and districts. 

In Romagna, as elsewhere, cancer is more common 
in women than men, this being due to the greater 
frequency with which the uterus and breast are af- 
fected in the female as compared with the corre- 
sponding structures in the male. 

With regard to the contagiousness of cancer, the 
author believes that, like elephantiasis, malignancy 
may be acquired through some intermediate agent, 
and that the unequal topographical distribution of 
the disease is determined by this agent. 

Sambon has learned of several instances in which 
a cancer developed in animals which lived in close 
association with human cancer cases. In some in- 
stances the malignant growth in the animal had 
preceded the disease in man and in others had fol- 
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lowed it. The cancerous animals thus associated 
were dogs, cats, and barn fowl. These, as is well 
known, suffer from true cancer indistinguishable 
from that of man in both its histological characteris- 
tics and its biological features. The author is in- 
clined to attach considerable importance to the 
prevalence of cancer in domesticated animals living 
in close association with man. 

A cursory inspection of farmhouses and other 
dwellings in which cases of cancer had occurred in- 
variably revealed infestation by the common cock- 
roach. These insects, as a rule, were found in the 
meal chest, an indispensable article of kitchen fur- 
niture in all farmhouses. Besides cockroaches, meal 
beetles and meal mites have been found in the flour. 
Cockroaches, meal beetles, meal moths, cellar bee- 
tles, and wood lice all harbor within their body 
cavity or musculature the encysted larval forms of 
various kinds of round and flat worms which spend 
their adult stage in the alimentary tract of domesti- 
cated animals and man. 

The most important are certain spiruroidea of the 
genus gongylonema and one or two small tapeworms 
of the genus hymenolepis. A species discovered in 
the stomach of rats and named by Fibiger and 
Ditevsen, in 1914, ‘“‘spiroptera neoplastica” is a 
frequent cause of gastric carcinoma in rats. The 
quiescent larval form of the parasite was found 
encysted in the musculature of cockroaches col- 
lected in Danish sugar refineries whence the infected 
rats had come. In some animals, such as cattle, 
sheep, and hogs, the filiform, subepithelial parasite 
was found to be exceedingly common when a special 
search was made for it. Though hitherto overlooked 
or unrecognized, gongylonema probably occurs far 
more frequently in man and domesticated animals 
than is generally supposed. In either adult stage, 
gongylonema worms select as a habitat the cesopha- 
gus and cardiac end of the stomach, but they may 
be found in such other parts of the body as the lips, 
tongue, or liver, the rumen in ruminants, and the 
crop in fowls. These peculiar locations correspond 
to the most common sites of cancer in man and 
animals. 

Primary sarcomatous tumors were found in the 
liver and other organs of rats infested by the larve 
of the cat tapeworm. The bladderworm, Sambon 
believes, may be a carrier of a cancer microbe as yet 
unknown. 

If worms play any part in the etiology of cancer, 
it can be only one of portage. They must act as 
carriers of the cancer germ. Possibly the lesions to 
which they give rise may favor the penetration of 
the germ or in some way prepare a suitable medium 
for its development. The peculiar galleries pierced 
by gongylonema through and beneath the squamous 
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epithelial covering of the gastric and cesophageal 
mucosa, so like those of the itch mite in the corneous 
layer of the skin, seem almost ‘“‘streaks”’ for the cul- 
ture of cancer germs. Thus, the worm, specific germ, 
and the varied bacterial flora which usually follow 
constitute a kind of metabiosis—a process well 
known to early man, who not only understood. it, 
but mastered it, controlled it, and applied it with 
wonderful acumen to the production of commodities 
such as cheese, wine, and vinegar. 

Before Manson’s discovery, elephantiasis, like 
cancer today, was looked upon by some as a heredi- 
tary diathesis, by others as a directly contagious 
disease, but by the majority of physicians as the 
effect of some food. It was ascribed in turn to the 
eating of pork, stock-fish, water-fowl, some tropical 
fruit, such as the fragrant keura or kaldera, or the 
drinking of stagnant water or mixed cocktails. It 
was Manson who pointed out the relationship be- 
tween filariasis and elephantiasis. Wucherer, Lewis, 
and Bancroft successively discovered the various 
stages of nematode worm which gives rise to it, and 
Manson demonstrated its disseminating agent, the 
mosquito. 

Certain forms of cancer may be dependent upon: 
(1) cockroaches, meal beetles, or possibly dung- 
chafers capable of fostering and disseminating the 
young stages of a spiruroid worm of the genus 
gongylonema; (2) the mature gongylonema inhabit- 
ing as a rule the alimentary tract and more par- 
ticularly long galleries pierced in the stratified 
squamous epithelium lining the cesophagus and the 
cardiac end of the stomach; and (3) some ubiquitous 
micro-organism, possibly ultra-microscopic, which, 
favored by the activities of the worm, gives rise to 
the malignant growth by invading the tissue cells. 

The agency of calculosis in the production of 
malignant tumors is proved by the well-known 
association of carcinomata with biliary calculi. Can- 
cer seldom occurs in the gall bladder which does 
not, or has not, contained gall stones brought about 
by micro-organisms or liver flukes. 

The multiplicity and variety of external and in- 
ternal parasites so far considered as possible factors 
in the etiology of cancer, exclude any idea of speci- 
ficity, even though many other kinds of external 
and internal parasites seem in no way concerned. 

With regard to acute and chronic irritation as 
possible and predisposing causes, the author states 
that for every case in which one or the other ir- 
ritant appears to be the essential factor, there are 
thousands more in which the very same irritants do 
not give rise to cancer formation. While Sambon 
is fully convinced that irritation is not an essential 
cause of cancer, he believes there can be no doubt 
that repeated irritation is a potent factor in the 
development of the disease and more especially in 
determining its location. It is certain that neither 
trauma nor irritation plays any part in the forma- 
tion of secondary growths (metastases), whatever 
may have been their réle in the initiation of the 
primary tumor. However, it is conceivable that 


injury or irritation may determine or hasten the 
development of a malignant growth by lowering 
tissue resistance and thus favoring a latent cancer 
germ. Indeed, we know that cancer is more liable 
to attack disordered, involuted, or chronically dis- 
eased organs than those which are normal. 

With regard to a relationship between certain 
foods and cancer the author states that he has 
found no such relationship besides that which might 
be due to the contamination of cereal products by 
infected cockroaches or meal worms and the eating 
of insufficiently cooked meats containing either cer- 
tain helminths or the germs of cancer. 

Sambon is inclined to look upon the endocellular 
cancer germ as a dominant semisymbiotic organism 
which can compel the invaded tissue cell to act as 
a parasite. Morris H. Kaun, M.D. 


Braunstein, A.: The Sugar-Destroying Power of 
Cancer Cells (Zur Frage des zuckerstoerenden 
Vermoegens der Krebszellen). Klin. Wehnschr., 
1924, iii, 788. 

Upon the appearance of a carcinoma in a case of 
diabetes the glycosuria ceases and the subject be- 
comes tolerant of carbohydrates. 

The sugar content of the blood decreases directly 
with the progress of the cancer. 

In a diabetic who becomes sugar-free after the 
appearance ef a carcinoma, the sugar re-appears 
when the carcinoma is removed. 

In nine cases with total replacement of the pan- 
creas by cancer tissue there was no sugar. In six 
experiments in which cancer tissue underwent autol- 
ysis in a 0.5 to 1 per cent solution of glucose, the 
sugar content sank from 30 to 4o per cent. 

The author claims priority over Marburg and 
Minami in demonstrating the sugar-destroying prop- 
erty of cancer cells, since he first published the re- 
sults of his investigations in Russia in rg2r and in 
Germany in 1923. GrarrF (G). 


GENERAL BACTERIAL, MYCOTIC, AND 
PROTOZOAN INFECTIONS 


Corper, H. J.: Personal Experience with the Culti- 
vation of Tubercle Bacilli and the Use of the 
Guinea Pig as a Diagnostic Test Animal for 
Tuberculosis. J. Lab. & Clin. Med.. 1924, ix, 760. 


The media employed by the author for the 
cultivation of the human and bovine tubercle 
bacillus were 5 per cent glycerol agar and 5 per cent 
glycerol broth. Glycerol agar is the better of the 
two for the perpetuation of the strain, while glycerol 
broth is to be preferred when a large amount of an 
individual strain is desired. Growth has been found 
to occur readily within ranges of acidity of pH6 
to 8. 

The Petroff (sodium hydroxide) method of culture 
has been used more successfully than the Griffith 
(antiformin)method. In the author’s hands it yields 
a growth from about 30 per cent of microscopically 
positive sputa. 
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The animal of choice for the inoculation test for 
tuberculosis is the guinea pig. As a rule the intra- 
peritoneal and subcutaneous routes are used, but 
the gland-crushing method of Bloch has many 
advantages. The use of leucotoxic agents such as 
radium, the X-ray, thorium, mustard gas, and heat 
gave only negative results in laboratory animals 
and had no effect upon the progress of the disease; 
many of the animals developed an extreme leuco- 
penia. When the local site of the intracutaneous 
injection is cauterized later than four days after the 
infection the generalized tuberculosis is greater 
than in the untreated case. Cauterization of the 
local site within four days has the opposite effect. 

Subcutaneous injection is preferable to the intra- 
cutaneous method because of the dangers of ulcer- 
ation and external contamination associated with 
the latter. WitttAm J. Pickett, M.D. 


Meleny, F. L.: Haemolytic Streptococcus Gan- 
grene. Arch. Surg., 1924, ix, 317. 

Hemolytic streptococcus gangrene is a distinct 
clinical entity which is fairly common and can be 
readily recognized. It has a rather wide distribu- 
tion in China, but in other countries is relatively 
rare. It may develop at any age but occurs more fre- 
quently in males than in females because of the 
greater liability of the former to injury. There is 
usually an initial lesion, such as an injury, frost 
bite, or boil. The condition usually affects the 
extremities. 

The pathology consists of an infection producing 
gangrene of the subcutaneous tissues which rapidly 
causes the death of part of the overlying skin by 
cutting off its blood supply. The gangrene of the 
skin is due to thrombosis of the skin vessels. The 
deeper vessels are not thrombosed and the muscle 
and bone are practically never involved. In the 
cases studied by Meleny a narrow zone of cellulitis 
was found surrounding the gangrenous area. 

Cultures of the pus and wound secretions revealed 
the constant presence of only the hemolytic strepto- 
coccus. This can be cultured by the ordinary 
anaerobic or aerobic methods. Cultures injected 
into rabbits produced ulcerating and necrotic areas 
with subcutaneous necrosis in nearly every case. 

The disease develops very rapidly. Within twen- 
ty-four hours the affected part presents all of the 
signs of acute inflammation, the swelling and pain 
rendering it useless. A high temperature is asso- 
ciated with chills and marked prostration. By the 
fourth or fifth day, blisters and bulla have formed, 
ruptured, and produced a gangrenous area. A line 
of demarcation gradually appears and the dead skin 
separates, revealing extensive necrosis of the sub- 
cutaneous tissue. The slough eventually separates 
and the ulcerated area closes by granulations. In 
more severe cases the toxemia may be extreme and 
bronchopneumonia or lung abscess may develop. 
Mctastatic abscesses may appear in any part of the 
body, but are formed chiefly in the subcutaneous 
tissues and always without local reaction. 


Lymphangitis and adenitis are rare in this con- 
dition, and phlebitis and erysipelas occur only oc- 
casionally. The prognosis is indicated to some ex- 
tent by the number of leucocytes and the relative 
number of polymorphonuclears. Positive blood cul- 
tures (hemolytic streptococcus) were found in a few 
less than half of the cases studied. It is very prob- 
able that in a disease of this kind large numbers of 
organisms are constantly being thrown into the 
blood stream but are rapidly destroyed either in the 
blood or in the tissues. While a positive blood cul- 
ture is by no means a sign of a fatal termination, 
it indicates a less favorable prognosis. 

The treatment consists in making incisions from 
the gangrenous area proximally and distally as far 
as the extent of the subcutaneous necrosis but no 
further. It is not necessary, and may be harmful, 
to cut into the zone of cellulitis. Excision of the 
gangrenous skin should be done as soon as the line 
of demarcation appears. The part should be placed 
at complete rest and soaked in hot water for con- 
siderable periods of time. Dakin’s solution should 
be used later to hurry the separation of the slough. 
The slough can be removed mechanically, but care 
is necessary to prevent bleeding. When the infec- 
tion is controlled the ulcer heals by granulation. If 
the ulcer is large, skin grafts may be used. The 
surest clinical indication that the grafts will survive 
seems to be the new growth of epithelium from the 
ulcer margin. Grafting will not be successful if there 
is much discharge. Amputation is seldom necessary 
as the infection is superficial, but may be indicated 
when there is bone involvement due to the initial 
injury. Antistreptococcus serum was not used in 
any of the cases reviewed. Under the treatment 
described 75 per cent of the patients recovered. 

The action of the hemolytic streptococcus is 
peculiar in that it causes an extensive necrosis of 
the subcutaneous fat which tends to be a self- 
limiting process; it invades the blood vessels of the 
skin and causes a thrombosis with subsequent death 
of the skin; and it enters the blood stream and 
forms metastatic lesions in the subcutaneous tissue 
elsewhere with little or no reaction and no gangrene. 

The author reports in detail twenty cases of 
hemolytic streptococcus gangrene which he has 
observed and upon which the conclusions in this 
article are based. Cyrit J. GLaspet, M.D. 


Coller, F. A., and Adie, G. C.: Actinomycosis in 
Man. J. Michigan State M. Soc., 1924, xxiii, 367. 


While actinomycosis is usually regarded as a rare 
type of infection in man, a review of the literature 
indicates that it is not uncommon. The authors 
have been able to collect fifty cases, all of which, 
with one exception, were those of persons who were 
inhabitants of the state of Michigan at the time the 
infection occurred. In every instance positive evi- 
dence of the presence of actinomyces bovis was 
obtained. It seems probable that the vast majority 
of cases in man and animals are caused by the 
actinomyces bovis. This organism, which forms 
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typical sulphur granules with club-shaped rays, is 
anaerobic, non-acid-fast, and difficult to cultivate. 

Murphy of Chicago reported the first cases of ac- 
tinomycosis in America in 1885. In 1921 Sanford 
and Magrath collected 119 cases from the literature 
and added ninety-six cases which were observed at 
the Mayo Clinic. Two years later Sanford was 
able to collect a grand total of 678 cases from vari- 
ous sources. 

The disease occurs most frequently in young and 
middle-aged adults who work with the soil and its 
products. It is believed by many that the organism 
is carried into the tissues by grass and grain and 
their products. In many cases of the disease in man 
grass or straw has been found at the site of infec- 
tion. According to another theory, the actinomyces 
is a natural inhabitant of the gastro-intestinal tract, 
especially the mouth, and causes progressive lesions 
only when the organic resistance to it is lowered 
or ii finds a portal of entry. The authors found it 
in the tonsils in only six instances in 7,000 examina- 
tions. The invasion of the intestinal tract takes 
place from within, usually in the appendix and 
cecum. In two cases it was found in the routine 
examination of the appendix which had been re- 
moved because of appendicitis. Both of these pa- 
tients recovered. 

Involvement of the gastro-intestinal tract may 
present either an acute or a chronic clinical picture. 
The thorax may be invaded by way of the cesopha- 
gus or the respiratory tract. 


The clinical symptoms vary markedly according 


to the site involved. The teeth are usually in poor 
condition or there is a history of extraction of teeth. 
An indurated swelling often appears about the lower 
jaw and after from two to four months breaks down 
with the formation of a sinus and the discharge of 
the typical sulphur-yellow granules. 

In the chest the lesion may be confined to the 
lungs as an abscess or cause the symptoms of 
bronchiectasis with foetid sputum. In the most 
common form of chest involvement an abscess ap- 
pears in the chest wall with or without the forma- 
tion of a sinus and invades the lung. It may be 
necessary to examine many specimens of pus and 
granules before the organisms are found. 

The abscesses are usually loculated, and the exam- 
ining finger, in breaking down the walls, will cause 
a hemorrhage which will be much more severe than 
the hemorrhage following the exploration of a 
simple abscess. 

The best results are obtained when the lesions 
are confined to the skin of the face and neck. 
Surgical incision or excision with drainage is desir- 
able. In the authors’ cases, solutions of iodine and 
copper sulphate did not have any marked effect. 
Potassium iodide used early and in large doses is 
very beneficial, but its specific action has been ques- 
tioned. The X-ray and radium also have advocates. 
The thoracic cases present an unfavorable prognosis. 
Local lesions diagnosed early are curable. 

Joun W. Nuzum, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Prigosen, R. E.: Vital Staining of Tumor Cells 
After X-Ray. J.Cancer Research, 1924, viii, 305. 


It has long been established that the cytoplas. 
mic structures undergo definite changes during the 
metabolic activities of the cell, the mitochondria 
decreasing and the neutral red bodies increasing in 
number during the later stages of cytomorphosis, 
In this study the effort has been mainly toward the 
detection of a histological measure of vitality and 
injury in reference to the lethal tumor dose of the 
roentgen rays. 

The method employed for these experiments con- 
sisted in the application of the stain solution to a 
thin layer of living tumor tissue. The study was 
divided into three parts: (1) the examination of 
normal transplantable tumors, (2) the examination 
of tumors rayed in vivo, and (3) the examination 
of tumor tissue rayed in vitro. 

In order to obtain data which might serve as a 
standard with which to compare results obtained 
in subsequent experiments, fresh preparations of 
normal tumors (Crocker Fund No. 180, Rat No. 9, 
No. 10, No. 11, etc.) were stained with Janus green, 
neutral red, a combination of the two, and by 
brilliant cresyl blue and methylene blue. The micro- 
scopic findings are described in detail. 

To determine the effect of tumors rayed in vivo, 
groups of mice or rats bearing subcutaneous trans- 
plantable tumors of the same generation and there- 
fore of the same age were subjected to roentgen 
irradiation for variable periods with medium-hard 
filtered rays’ and wedges of tumor tissue were 
excised and examined at intervals thereafter. The 
results obtained are tabulated. 

In a few series of experiments the tumor was ex- 
cised in toto, divided into small pieces, and radiated 
in sealed hollow ground slides for varying periods 
of time. Histological examination revealed definite 
changes in the mitochondria, which may or may not 
be attributed to a direct radiochemical effect. A 
gradual diminution was noted which was most 
marked in the slides receiving the longest radiation. 
This was paralleled by a corresponding reduction 
in the number of “takes.” 

The results of the study are summarized as 
follows: 

1. Mitochondria were demonstrable in rapidly 
growing transplantable tumors. 

2. Neutral red vacuoles were not present in 
normal vigorous tumor cells, but tended to accumu- 
late during the degenerative phase. 

3. Brilliant cresyl blue stained the degeneration 
vacuoles that are also stained by neutral red. The 
rate of penetration of this dye was not affected by 
variations in the hydrogen-ion concentration oi the 
dye solution. 

4. Sublethal and lethal roentgen-ray doses given 
percutaneously produced few significant changes 
within the first forty-eight hours after exposure. 
Frequently a diminution in mitochondria was 
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exhibited forty-eight hours after the radiation. 
Occasionally an oedema of the cells was observed. 

5. A_ biological effect following roentgen-ray 
irradiation was manifested in a _ corresponding 
reduction in the number of “takes.” 

6. Moderate doses of the roentgen rays at a 
constant voltage caused the death of rats and mice 
on the fourth day after exposure. 

ApotpH Hartunc, M.D. 


HOSPITALS; MEDICAL EDUCATION AND 
HISTORY 


Wilson, L. B.: The Distinctive Functions of Under- 
¢raduate and Graduate Medical Schools. South. 
M. J., 1924, xvii, 707. 

We are not ready to depart from the time-honored 
theory that the function of the undergraduate school 
is the preparation of general practitioners, yet the 
university, because it is doing this work in its under- 
graduate school, has no right to shirk its responsibil- 
ity for providing adequate opportunities for men 
properly to prepare themselves for the practice of 
specialties. 

If pre-clinical instructors clearly recognized that 
pre-clinical branches are in themselves specialties, 
with the finer details of which the general practi- 
tioner should not be expected to be conversant, 
much of that which is now taught in the pre-clinical 
fields to prospective general practitioners might well 
be relegated to the graduate school. 


Would it not be possible for the medical schools 
to ask each of a number of good general practi- 
tioners, preferably in small towns, to take the 
preceptorship of one undergraduate medical student 
for two periods of three months each? Schools 
without the four-quarter system might do this by 
using the vacation periods between the sophomore 
and junior and the junior and senior years. The 
plan would result in six months’ apprenticeship in 
rural general practice for medical students before 
the receipt of the degree M.D. It would certainly 
give the young physician an intimate working knowl- 
edge of the advantages and disadvantages of rural 
general practice, and it would bring the qualified 
general practitioner into more intimate intellectual 
contact with the latest product of the medical 
school. 

Why should not medical schools, in co-operation 
with good hospitals, try to place men in their fifth 
year in hospitals where they would come into con- 
tact not only with general service, but also with 
general practitioners? 

It would appear that in the organization of the 
graduate medical school its avowed purpose of train- 
ing specialists is almost, if not quite, equaled by its 
retroactive benefits on the faculty and students of 
the undergraduate school. It is doubtful whether 
any university can best fulfill its duties to the state 
unless it in some manner supplements its undergrad- 
uate medical training with opportunities for serious 
graduate medical study. 
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